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ABSTRACT 

Health care reform represents a major step toward 
achieving the goal of improved preventive and primary care services 
for all Americans, including children and adolescents. Adolescence is 
a unique developmental age district from both childhood and adulthood 
with special vulnerabilities, health concerns, and barriers to 
accessing healtl: care. It is also an opportune time for prevention. 
Because adolescents are critical to the future health and well-being 
of the country, a focus on adolescent care is an important part of 
healtii care reform. The essential elements of health care reform for 
adolescents that should be included in reform legislation and 
implementation are: (1) ensuring access to care; (2) benefits and 
cost sharing; (3) attention to the needs of special populations; (4) 
training to meet the needs of adolescents; and (5) responding to 
public health needs. The six papers in this report address each of 
these essential elements. The papers are: (1) ^'Adolescents , the 
Health Care Delivery System, and Health Care Reform" (Jonathan D* 
Klein); (2) "Enhancing Benefits for Adolescents under National Health 
Reform" (Margaret McManus and Jennifer Dunbar); (3) "Issues for 
Adolescents Relating to the Financing of Health Care" (Cindy Mann); 
(4) "Adolescents and Health Care Reform: Protecting Special 
Populations" (Abigail English); (5) "Training in the Era of Health 
Care Reform" (Karen Hein) ; and (6) "Health Care Reform and Adolescent 
Health: The Anticipated Role and Contribution of Public Health" 
(Claire Brindis), Most of the papers contain references and four 
appendices are included, (TJQ) 
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Meeting the Challenge 



There is little doubt that adolescents are a significant 
underserved segment of our population. The major 
health risks facing the estimated 34 million adoles- 
cents in the United States today are traceable to psy- 
chosocial, behavioral, and economic factors. The 
following statistics illustrate the challenge of meeting 
adolescent health needs now and in the foreseeable 
future: 

• Unintentional injur)' is the leading cause of adoles- 
cent deaths, and accounts for more deaths than all 
other causes combined.' 

• Homicide is the second leading cause of death for 
adolescents ages 15 through 19.' 

• Suicide is the third leading cause of death for ado- 
lescents ages 15 through 19.' 

• pA'cry year, 1 million 15- to 19-'year-old adolescent 
females become pregnant.- 

• Kvery year, 3 million adolescents ages 1 9 and 
younger contract a sexually transmitted disease.- 

• Among 9-1 2th grade students sur\'eyed in die 1991 
Youth Risk Behavior Surveillance System, 27.5 per- 
cent were current smokers, and 51 percent con- 
sumed alcohol during the 30 days preceding the 
survey.' 

• 1 out of 7 adolescents is without health insurance." 

Cjivcn these poor health status measures and lack 
of access to care, it is evident that the medical model 
of care alone cannoi address these issues — what is 
needed is an intcrdisciplinar}' approach to assure com- 
prehensive ser\'ices to adolescents and their families 
that responcis appropriately to the developmental con- 
tinuum throughout adolescence and emphasizes pre- 
vennon and health promotion. 

The Maternal and Child Health Bureau (MCHB) 
supported this forum of experts in the field of adoles- 
cent growth and development, service delivery and 
O 
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financing, and policy development and program 
iinplenicnration to come together and explore how 
healdi care in this countiy can be reformed to respond 
more efTFectively to the unmet health needs of adoles- 
cents. 

Supporting a forum of this kind is typical of the 
role the Maternal and Child Health Bureau has played 
from its earliest days . . . and its roots go back to 1912 
with the creation of the Children's Bureau. In provid- 
ing leadership to both the public and private sector to 
build the infrastructure for the delivery of health care 
services to all children, adolescents, and families in the 
nation, the MCHB has often been the catalyst bring- 
ing together the most informed experts who can con- 
tribute to solving the thorny problems that confront 
us. lliis is a gathering, we are pleased to note, of 
extremely well informed participate''^. 

The Maternal and C^hild Health (MCH) Services 
Block Grant is an important resource for building the 
health care delivery system. The $600 million of fed- 
eral funds dispersed to 59 res and jurisdictions gen- 
erates well over a billion dollars in total funds available 
for services to mothers, children, and adolescents at 
the state and local levels. And its discretional funds 
h.ave historically been used to advance knowledge, 
improve the competence of maternal and child health 
leadership personnel, test hypotheses, and demonstrate 
the cfficac)' of components of models of care. For 
example, the MCHB supported the first adolescent 
medicine training grants in the United States with 
Roswell Gallagher, M.D. These grants were subse- 
quently expanded to an adolescent health focus with a 
comprehensive interdisciplinary team approach. 

In recent years, adolescent health care is becoming 
a major component of each states MCH program. 
Forty-one states, the District of Columbia, and Puerto 
Rico have designated adolescent health coordinators. 
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ThLs group has created a formal network to coinmuni- 
care among stares regarding successful initiatives, to 
develop strategies for promoting an adolescent health 
agenda nationally and in each state, and to organi/x.^ 
continuing iiaining and opportunities for collabora- 
tion for adolescent health professionals. Under 
MC^HBs sponsorship, the State Adolescent Heakh 
Coordinators have met annually since 1988 for train- 
ing, ner\^ ng, and resource sharing. 

Undci a new discretionary grant initiative in fiscal 
year 1994 — Healthy Schools, Healthy 
Communities — the MCHB will be collaborating with 
the Bureau of Primary Health Care in the Health 
Resources and Services Administration to hmd pro- 
jects for school health staff development and the 
expansion of school-based healtli centers as a promis- 
ing model for comprehensive, interdisciplinary prima- 
ry health care delivery for children and adolescents. 

This year will also see completion of a landmark 
project — Bright HutiKes — to develop guidelines for 
health super\'ision of infants, children, and adoles- 
cents. Bright Futures, which has been supported for 
almost four years by the MCHB and the Medicaid 
Bureau, brought together more than 100 experts to 
review die science and share their wisdom and experi- 
ence in formulating these important guidelines. 
Bright Futures gives significant attention to adolescent 
health needs; its recommendations emphasize primary 
prevention, early inter\'ention, and an interdisciplinary 
team approach. 

There remain critical areas that still must be exam- 
ined and reexamined that have significant relevance to 
any health care reform strategy. President Clinton 
already has emphasized the health needs ot American 
adolescents in the Health Security Act. The results ot 
this seminars deliberations wil! make an important 
contribution to the continuing dialogue about health 
care reform. 



Junriita Himws, M.S. U<, LCSW. 

Joarni Gephan, /?.A', M.S.N. 

David HeppcL M.D. 

Woodie Kcssel M.D,. M.P,H. 

Audre)'H. Nora. M.D.. M.RH. 

Maternal and Child Heahh Bureau 

U.S. Department of Health and Human Services 

References 

1 . National Center for Health Statistics. (1994). 
Unpublished data, prepared by L.A. 
Fingerhut. 

2. Alan Cuttmacher Institute. (1994). Sex a' ' 
Americas teenagers. New York, NY: Alan 
Cjuttmacher Institute. 

3. Kann, L., Warren, W., (xillins, J.L., et al. 
(1993). Results from the national school- 
based 1991 Youth Rish Behavior Survey and 
progress toward achievuig related health objec- 
tives for the nation. Public Health Reports, 
108(Supplement 1), 47-55. 

4. U.S. C^^ongress, OfFice of lechnok ^ 
Assessinenr. ( 1 99 1 ). Adoleseoit health-volume 
I: Sumnuuy and policy^ options. Washington, 
DC^: U.S. Covernmcnt Printing OfFice. 



8 



ERIC 



8 



Health Care Reform: Opportunities for 
Imp ^oving Adolescent Health 

Executive Summary and Recommendations 



Health care reform represents a major step toward 
achieving the goal of improved preventive and primary 
care services for all Americans, including children and 
adolescents. Adolescence is a unique developmental age 
distinct from both childhood and adulthood. It is a 
stage of life with special vulnerabilities, health concerns, 
and barriers for accessing health care. It is also an 
opportune time for prevention. Because adolescents are 
critical to the future health and well-being of the coun- 
try, a focus on adolescent care must be an important 
part of health care reform. The following recommenda- 
tions represent essential elements of health care reform 
for adolescents and should be included in any reform 
!egislation and implementation. 

Ensuring Access To Care 

Adolescents need broad community- and school-based 
preventive strategies rhat promote healthy lifestyles and 
ensure access to services that will reduce the prevalence 
of problems that affect this population, such as sexually 
transmitted dloCt';"'?^. emotional and behavioral health 
problems, unintended pregnancy, drug and alcohol 
abuse, injuries and violence. Despite these problems, 
adolescents have the lowest utilization rates of health 
care services of any age group in this country and they 
are the least likely to seek care through traditional 
ofFice-based settings. In addition to being uninsured or 
underinsured, adolescents face behavioral and organiza- 
tional barriers to receiving health care. Because of 
developmental characteristic^, such a5 immaturity and a 
desire for independence, and because of lack of experi- 
ence in negotiating complex medical systems, adoles- 



cents are unlikely to obtain appropriate health care ser- 
vices unless they can gain access through multiple entry 
points. To serve adolescents appropriately, services must 
be available in a wide range of health care settings, 
including common it)'-based clinics, school-based and 
school-linked health clinics, physicians offices, family 
planning clinics, health maintenance organizations 
(HMOs), and hospitals. Adolescents need care not 
only in diverse settings, but particularly in settings that 
respond to the special needs of their age group. 

Since adolescents depend on and use many care 
facilities, flexibility and coordination of comprehensive 
services is essential to ensure quality caie. It is impor- 
tant for any health aire reform legislation to include 
procedures, such as guidelines for pre-authorization of 
care, that would enable adolescents to obtain care at 
more than one site. 

Assurance of confidentiality is an important issue 
for all patients. For ^adolescents, it may determine 
whether they seek treatment. Fear of exposure may 
cause adolescents to delay or avoid needed care. Thus, 
confidential services are essential if adolescents are to be 
assured of access and motivated to iissume responsibilit)^ 
for their own health care. 



Benefits 

Health promotion and prevention through access to 
preventive care with no cost-sharing represents a major 
reform in health care. Preventive programs need to be 
based on recognized standards of care for adolescents, 
such as: Bright Futures: Natioml Guidelines for Health 
Supervision of Infants. Children, and Adolescents and 
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Ciuidcliues for Adolescent Preventive Services (GAPS). 
Hisrcricilly, Congress hits set a prcxcdcnt for providing 
and financing care oFchildrcn and adolescents at a 
level that is consistent with professional standards 
through establishing the Early and Periodic Screening, 
Diagnosis and Treatment (HPSDT) benefit, the pre- 
ventive services componcni of the Medicaid Program 
for low-income children and youth. All adolescents 
need access to preventive and primary care scr\'ices at 
these established levels. Specifically^ the rapid incrc;Lsc 
in health risk behaviors during the adolescent years 
makes it imperative that adolescents be seen yearly, so 
as not to miss opportunities to prevent or diminish 
these behaviors before they are firmlv established. 

The lack of preventive status for mental health, 
substance abuse, faniily planning and some sexually 
transmitted diseases screening scr\'iccs presents addi- 
tional barriers to care for adolescents. For example, 
the imposition of copayments on ser\-ices for familv 
planning and sexually transmitted diseases prevention 
will limit access to seivices which are clearly preventive 
in nature, and will result in substantially greater hedth 
care costs. 

While it is appropriate to place major effort on 
prevention ser\'!ces, it is also essential to make avail- 
able to adolescents a comprehensive package of health 
services to address acute and chronic conditions. 

Cost sharing 

Health reform needs to grant adolescents tlic right to a 
broad range of health care scr\'iccs through a compre- 
hensive benefit package. Subsidies will be neccssar)' 
for low-income individuals and Families, and there will 
likely be a need to continue to provide expanded ben- 
efits for certain low-income adolescents through the 
Medicaid Program. Wliile the expansion of Medicaid 
eligibility for lov,' income women and children in 
recent years has laid the groundwork for important 
improvements in access for low-incorne adolescents, 



the gradual phase-in of cligibilit)' for adolescents up to 
100 percent of poverty remains problematic. Any 
health reform legislation should [)rescrvc at least the 
level of access that adolescents currently have and 
should use this as a base upon which to build and 
expand. 

While it is reasonable to expect individuals and 
families to share responsibilit)' for financing health 
care, cost-sharing obligations are particularly burden- 
some for low and moderate income adolescents and 
their families, especially for those with chronic illness 
and disabilities. We aic concerned about the annual 
out-of-pocket costs for low and moderate income fam- 
ilies in many of the current proposals. I'hesc out-of- 
pocket expenditures for services covered in a 
comprehensive benefit package may harm low and 
moderate income adolescents with a chronic illnc^ss or 
disabilit)'. 

We are also concerned about the copayment oblig- 
ation for adolescents. Because health plans ma\' not 
be permitted to waive copayments, some adolescents 
will be denied care because of inabilit)' to meet cost- 
sharing obligations. Any link between health care sub- 
sidies and cash ;issistancc such as Aid to bamilies with 
Dependent (Children (AFDC.) or Supplemental 
Security Income (SSI), is counter to welfare reform 
efforts, and because of state variation in AFDC eligi- 
bility levels, will result in different treatment across 
states for low income adolescents and families. 

Special Populations 

Problems with access to health care are even greater for 
certain special population groups of adolescents, 
whose needs are greater than those of the general pop- 
ulation. Special populations of adolescents include 
those who arc poor; those who are living apart from 
the r families, such as youth in foster aire or juvenile 
justice facilities, and homeless and mnaway youth; 
pregnant and parenting adolescents; gay and lesbian 
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youth; and adolescents with chronic ilhiess and dis- 
ability» who require on-going services to maintain or 
enhance daily Hfe Functioning. In addition, anodier 
special group, undocumented immigrants, are not 
ehpible for most services under current health care 
reform proposals. Apart from not meeting individual 
needs, there are potentially serious public health rami- 
fications i t not assuring care for this group. 

Training To Meet The Needs Of 
Adolescents 

N4ost adolescents receive their health care from a vari- 
ety ol health professionals who often lack formal train- 
ing and specific expertise in the unique needs of 
adolescents. As a lesult, they lack the knc^v/ledge and 
skill necessary to feel competent in treating adoles- 
ceius. Because primary care physicians will be the 
essential providers of care ro adolescents, primar)' care 
training should be enhanced to address the unique 
psychosocial and physical needs of adolescents. A 
small cohort of health profi\ssionals has received 
advanced training in the primary care oi adolescents. 
*I'he training of this core group of professionals will 
need to continue in order to both provide quality care 
and bolster the interdisciplinary training of health care 
professionals who will have the resp(^nsibility of caring 
for adolescents. The content of this primary care cur- 
riculum should be defmed by an interdisciplinary 
group of professionals who are experts in the area oi 
adolescent health. 

Public Health 

Health care reform involves a commitment not only to 
improving the health service delivery system, but also 
to strengthening the role of public health. The 



responsibility of the public health system is to assess 
and monitor population-bused needs, stimulate and 
support school and communityMiealth promotion 
efforts, develop policies to protect the health and rafe- 
ty of the population, and provide assurance of qualit)' 
and access for all populations. Public health programs 
respond to the unique needs of adolescents by provid- 
ing special outreach, counseling, education, and sup- 
port services that often contribute to adolescents 
receiving the rype of care that they need, hicreasingly 
it assures service equic)' for special popularions and 
access to important public health and safety services by 
being a major provider ot care. 

Wliile many of the currenv public heahh service 
delivery functions may be subsumed under universal 
health care coverage, existing categorical programs will 
need to continue until they can be assumed by insur- 
ance programs. These programs may extend longer \{ 
health reform legislation adopted does not adequarely 
respond to the ser\Mces currently provided under the 
auspices of public health. During this transition peri- 
od and in die future, it is critical that public health 
programs continue to play a key role in adolescent 
health care. 

Except for school health education and school 
related services, no public health initiatives for adoles- 
cents have been explicitly arnculated within current 
health care reform proposals. Neither has a specific 
agency or program been designated to govern personal 
health and public health ser/iccs for children and ado- 
lescents. For example, what would be the status of 
Title V of the Social Security Act, which is an estab- 
lished narional program of state-based marernah child, 
and adolescent health services, enhanced by research 
and training components, that has helped create a 
voice for adolescent health at the national and state 
level. 

The public health system has played an important 
role in the provision of medical services for vulnerable 
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populations that have often been exckided from main- 
stream provider settings. At the core of health care 
reform is a thrust towards a system of care thai does 
not exclude die poor. Until a reformed health system 
fully integrates all of the population into appropriate 
care^ the public health system will need to continue 
providing essential services. 

Public health functions must be enhanced as an 
essential component of any health care reform iii order 
to oversee the provision and quality of care, including 
data collection, monitoring, and quality assurance. 
Unis, it is essential to include within any health care 
reform plan a program such as Tide V at the federal 
level and in every state. This program must be ade- 
quately funded, appropriately staffed, and have clear 
mandates to carry out a number of functions includ- 
ing assuring that each state health plan adequately pro- 
vides for the health of children and adolescents, 
monitoring and evaluating the impact of health care 
reform on children and adolescents, and administering 
school-related health services and comprehensive 
school health education. 

Recommendations 

The following is a core set of recommendations made 
by die authors and seminar participants during the 
Working Seminar on Adolescent Health and Health 
Care Reform, convened in Washington, DC on 
January lO-U, 1994. 

Ensuring access to care 

• Services must be available in a wide range of health 
care settings, including communit)'-based centers, 
school-based and school-linked health centers, 
physicians' offices, family planning clinics, HMOs, 
and hospitals. 



Benefits 

Prevention and primary care services 

• Cover clinician visits for adolescents, as preventive 
heakh services, to correspond with the frequency 
recommended by Bright Futures (annual visits with 
additional \ b\is if needed) aMd GAPS (annual visits). 

• Cover preventive mental health and substance abuse 
services for children and adolescents who are at risk 
due to physical health, child abuse, family histoiy, 
or other biological or environmental risk factors. 

• Define family planning and sexually transmitted 
diseases prevention (i.e., screening for risk and the 
identification of STDs) as clinical preventive ser- 
vices widiin a benefit package for both males and 
females. 

Services for mental health, chronic 
illness, and disability 

• C'over outpatient mental health and substance abuse 
treatment services consistent with child and adoles- 
cent mental health care standards. Apply any men- 
tal health and substance abuse treatment 
copayments and co-insurance requirements to 
annual out-of-pocket limits on cost sharing. 

• Cover home health care services, including full-time 
nursing services and personal care services as well as 
services included in 1 861 (m) of the Social Securit)' 
Act, for children and adolescents who require this 
level of care to treat an injury, illness, or chronic 
condition, consistent with an approved plan of care 
and subject to a 60 day re-evaluation. 

• Cover skilled nursing facility and rehabilitation 
facility services for children and adolescents who 
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require this level of care to treat an injur)^ illness, or 
chronic condition, with coverage extending past 
100 days only as an alternative lo hospitalization. 

• Cover occupational and physical therapy nutrition 
services, speech pathology services, and respiratory 
therapy services for children and adolescents to 
maintain or improve functioning at the maximum 
age-appropriate level, subject to a 100 day re-evalua- 
tion. 

• Cover prescribed hearirig aids and custom-designed 
durable medical equipment, including prosthetic 
devices, orthotic devices, and health-related assistive 
technology and services for children and adoles- 
cents. 

• Cover health education and training for families of 
children and adolescents with special physical, 
developmental, or emotional needs, consistent with 
treatment goals. 

• Cover multidisciplinary case management for all 
children and adolescents with intensive or complex 
health care needs, including those with disabling 
chronic conditions and those living apart from their 
families, such as youth in foster care or juvenile jus- 
tice facilities. 

Cost sharing 

• Base eligibility for reduced copayments on income 
level rather rSan on status as a cash assistance recipi- 
ent of AFDC or SSI. 

• Allow an individual ceiling on out-of-pocket expen- 
ditures to apply to an adolescent in a low or moder- 
ate income family so that adolescents with 
particularly high medical needs who live with other 



family members are not disadvantaged relative to 
individuals who live alone. 

Authorize the secretar)^ of HHS to waive or reduce 
the level of copayments when the imposition of a 
copayment would contribute to serious limitation 
or total denial of access. 

Provide premium subsidies for low-income individ- 
uals with chronic illness or disability to allow enroll- 
ment in fee-for-service plaiis, and reduce 
co-insurance and deductible requirements for out- 
of-plan services. 

Ensure that all adolescents living below the federal 
povert)^ level are eligible immediately, rather than 
on a phase-in-basis, for continued Medicaid cover- 
age or any program of expanded services for low- 
income children and adolescents. 



Special populations 

• Ensure that services that are not included in a uni- 
versally available guaranteed benefit package but 
that are essential for special populations of adoles- 
cents are available to them either through continued 
Medicaid coverage or an expanded benefit package 
as determined by the needs of the specific popula- 
tion. 

Training to meet the needs of 
adolescents 

• Designate physicians and other health professionals 
who have been trained in adolescent medicine as 
primary care providers to guarantee increased access 
to care for adolescents. 
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• Include interdisciplinary training in adolescent 
health as a designated component of all primar)^ 
care disciplines to improve the qualiry of care 
received by adolescents. These disciplines include, 
hut are not limited to: nursing, physician assistant, 
nutrition, psycholog)', psych iatr)^ social work, fami- 
ly medicine, internal medicine, pediatrics, and 
obstetrics and g\'necology. 

Public health 

• Provide sources ot financing for the public health 
infrastructure and core public health functions as a 
guaranteed set aside. Funding should be ongoing 
and not dependent on the annual appropriations 
process. 

• Allow school-based health centers to qualify as com- 
munity providers to provide expanded access tor 
adolescents. 

• Create strong mechanisms and incentives to assure 
that managed care and traditiond office-based 
providers develop collaborative relationships with 
community-based providers and school-based 
health centers that serve adolescents. 

• Ensure that surs'eillance and monitoring of* health 
services utilization and outcomes specific to adoles- 
cent health are an integral part of- a reinvigorated 
public health system, and are explicitly linked to 
new governance structures. 
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Introduction 



The health oFour vouch is in jeopardy. Adolescents 
have serious, yet preventable health problems, the res- 
olution of which must become a national priorit)'. 
One out of every five adolescents has experienced at 
least c. e critical health problem, such as injuries 
resulting from a gunshot wound or motor vehicle acci- 
dent; severe depression leading to suicide attempts; 
HIV infection; drug, alcohol, and/or tobacco use; or 
pelvic inflammator)' disease; yet too many young peo- 
ple are without affordable and devclopment;Jly appro- 
priate health care. 

As a developmental stage, the period from 10- to 
21-vears-old is critical to achieving a healthy, produc- 
tive adulthood. Through education, counseling, and 
earlv intervention and treatment, adequate health care 
could help adolescents adopt a healthy lifest}'le that 
would endure throughout their lives. The reform of 
the nations health care system pro\'idcs a unique 
opportunit)' to address the serious health problems 
flicing voung people and to reorganize and redirect 
health services for youth. 

Because many health problems of youth are rooted 
in behavioral causes and are thus amenable to preven- 
tion, adolescents stand to benefit from a health care 
system which stresses prevention, early inter\'ention, 
and comprehensive, intcrdisciplinaiy serx'iccs. 'Che 
current public debate about health care reform has 
focused on health care costs and financing, universal 
coverage, and basic benefits packages. These consider- 
ations alone will not help adolescents gain access to 
the health care providers and services that are likely to 
ha\e positive cfFects on their health status. 
Adolescents require specialized affordable health ser- 
vices that respond to their need for confidentiality, 
flexibilit)', and coordination. These needs of youth 
have implications for hedth care delivery and financ- 
ing systems, hcaJth care provider training, health 



resources allocation, the public health infrastructure, 
and our traditional beliefs about who should bear the 
burden of truly comprehensive benefits, especially for 
children and adolescents with special health needs. 

As health care reform moves forward in the legisla- 
tive process and in implementation both nationally 
and at the state level, it is essential to look beyond 
financing issues and to consider the critical health 
issues and special health care needs of the nations 
vouth. In order to gather expert opinion and data, 
debate the issues, and make recommendations on how 
health care reform could best address the health needs 
of adolescents, a working seminar was convened in 
Washington, DC on January 10-11, 1994, coordinat- 
ed by the National Adolescent Health Information 
(A^nter (NAHIC) of the University of California, San 
Francisco; in collaboration with the National Center 
for Youth Law, San Francisco, California; the Center 
for Health Polio- Research at the George NX^ishington 
Universit)', Washington, DC; the National Center for 
Youth with Disabilities at the University of jMinnesota, 
Minneapolis; and the Child and Adolescent Health 
Policy Cxnter at Johns Hopkins Universir\^ Baltimore. 
Mar\'land. Through its support of sevend of these 
organizations, the Maternal and Child Health Bureau 
(MOIB) encourages the development of health policy 
to improve the health of children, adolescents, and 
families. Also supported by the MCHB, the National 
Center for Education in Maternal and Child Health 
(NCEMC:H) worked closely with NAHIC and the 
authors to provide current content, update and verif)' 
references, prepare bibliographiail and organizational 
resources, am.; edit, design, publish, and disseminate 
this document. 

During the working seminar, six papers were pre- 
sented, and lifter considerable discussion, seminar par- 
ticipants (Appendix D) developed recommendations 
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outlining the essential elements needed for health care 
reform legislation and implementation to improve the 
health of adolescents. Much of the discussion in these 
papers focuses on the Administrations Health Security 
Act because at the time of the meeting it occupied a 
central place in the debate and contained the most 
explicit language in terms of benefits, the health of 
school-age children and adolescents, and the need for 
a strengthened public health infrastructure. However, 
the general principles oudined in the papers and the 
ensuing discussion and finiil recommendations are 
applicable to the implementation, monitoring, and 
improvement of any system of health care financing^ 
and service delivery. 

The recommendations from the seminar were 
developed to assist policymakers in' the process of 
planning for national health care reform and to pro- 
vide guidance for the actual implementation of new 
structures and systems for adolescent health care deliv- 
ery. vSeveral similar themes appear in all of the papers 
and are evident in the final summary of recommenda- 
tions in regard to adolescent health care: 

• Adolescents need a range of choices of health care 
settings and providers; adolescents living in special 
circumstances (e.g., homeless, incarcerated, foster 
care) need services beyond those described in a basic 
benefits package; 

• For prevention to work, adolescents need frequent, 
repeated messages as well as screening and early 
intervention when there are suspected high risk 
behaviors; 

• Adolescents have a traditionally unmet need for pre- 
ventive mental health services and for early inter- 
vention when mental health and substance abuse 
problems are identified; 



• Family planning services and sexually transmitred 
diseases screening and treatment are essential ele- 
ments of clinical preventive services for adolescents 
and should be readily available without the barrier 
of copayments; 

• Adolescents w^ith special health needs require addi- 
tional services such as home health care, case man- 
agement, skilled nursing and rehabilitation facilities, 
occupational and physical therapy, nutrition ser- 
vices, speech therapy, respiratory therapy, various 

.—durable medicitl equipment, and training for fami- 
lies and caretakers in special care requirements; 

• Copayments and_other out-of-pocket expenses are 
barriers to care for adolescents with low incomes 
and for those seeking confidential care; 

• Public health services need guaranteed funding at a 
level sufficient to suppon traditional functions of 
disease control and prevention and the core func- 
tions of assessment, policy development, and assur- 
ance; and 

• More primary care providers need to be trained and 
need adolescent health training as pan of the basic 
curriculum and practice, and specialists in adoles- 
cent health should be designated as primary care 
providers. 

We arc publishing and disseminating these papers 
in an effort to provide additional resources for the 
maternal, child, and adolescent health community to 
use in form.ulating health care policy, especially at the 
state level, where in many instances, health care reform 
is already being implemented. Through wide dissemi- 
nation of this information, we hope to build a nation- 
al consensus on the need for new systems of health 
care for adolescents and a national commitment to 
their health and well-being. 
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Introduction 

The Health Securit}' Act proposes universal coverage 
through enrollment in health plans offered by regional 
health alliances. Coverage would be financed through 
a combination of individual and employer premiums 
and government assistance. As proposed, the Health 
Security Act would improve access to health services 
for those Americans currendy uninsured and would 
increase primary care coverage for all Americans. 
Because health care reform proposals deal primarily 
with financial barriers to access, adolescents still will 
encounter substantial baniers to health services use. 
Despite the support for primar}' care and prevention 
in the Administrations health care reform proposal, 
specific strategies for the organization of health ser- 
vices still will be needed to ensure access to health care 
for adolescents. 

Adolescents have the lowest rate of primary care 
use of any age group in the United States.' Adolescents 
and voiuig adults, especially those living in povcrt>; are 
more likely to be uninsured than any other age 
group.- ' N4any other adolescents are underinsured, 
with coverage that does not include preventive care, 
counseling, substance abuse treatment, or other need- 
ed services.- ^ 

Adolescents also face behavioral and organizational 
barriers to their receiving health care.' Many insured 
adolescents are unwilling or unable to use their exist- 
inj; coverage, because they fear loss of confidentiaiit)', 
they don't know what services are covered or how to 
file claims, or they can not meet out-of-pocket copay- 
ment requirements, transportation and lack of avail- 
able services are particularly acute problems in rural 
settings. A lack of culturally appropriate services oft:en 
limits the abilit)' of minorit}' youth to use existing 
health services.' "' Where services are available, they 
are oft:en fragmented; categorical funding of programs 
or interagency competition can pose substantial 
barriers to effective ser\Mce coordination.' 



For health services to meet adolescents' needs, 
either currently oi under health care reform, those 
services must fulfill certain criteria, both for the system, 
of health service delivery and for the specific ser\'ices 
pr^/ided.' Systems factors, such as program organiza- 
tion, financing, and interorganizationa! relationships, 
can interfere with or facilitate adolescents receiving 
services. Systems also include access to care, specifical- 
ly availability, affordabilit)', confidentiality, visibilit}', 
convenience, flexibility, and coordination. In compar- 
ison, serv'ices are a measure of the therapeutic interac- 
tions between providers and clients; they are a 
result — an outcome — of the system in place, reflecting 
service capacity, content, comprehensiveness, qualit)', 
and utilization. 

Both systems and services factors have an impact 
on health outcomes for individuals, as well as for pro- 
grams and providers. This model for describing health 
services is useful in discussing health care reform, 
because (1 ) it helps to clarify the relationship between 
systems organization, specific service provision, and 
he;ilth outcome; and (2) it makes evaluation of the 
linkages bei^veen these factors a necessary precursor to 
measuring health outcomes based on either new 
systems organization or new ser\'ice availabilit)'. 

Systems criteria: Access to care 

Systems criteria for access to care for adolescents are 
described in the Society for Adolescent Medicine's 
position paper which urges that all proposals for 
improving access to health care for adolescents be eval- 
uated using the following criteria:" 

Avail/ihility: Age-appropriate ser\''ces and trained 
health care providers must be present in all com- 
munities. 
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Visibility: Health services for adolescents must be 
recognizable, convenient, and should not require 
complex planning by adolescents or their parents. 

Quality: A basic level oF service must be provided 
to all youth, and adolescents should be satisfied 
with the care they receive. 

Confidentiality: Adolescents should be encouraged 
to involve their families in health decisions, but 
confidentiality must be assured. 

Ajford^ihility: Public and private insurance pro- 
grams must provide adolescents with both preven- 
tive and other services designed to promote health 
behaviors and decrease morbidity and mortality. 

FUxibility: Services, providers, and delivery sires 
must consider the developmental, cultural, ethnic, 
and social diversity among adolescents. 

Coordination: Serv'ice providers must ensure rhat 
comprehensive services are available to adolescents. 



Availability/visibility 

The preventable health problems of adolescents make 
the availabilit)' and visibility of certain preventive ser- 
vices — including family planning and reproductive 
health services, diagnosis and treatment of sexually 
transmitted diseases and HIV infection, mental health 
counseling and treatment, and substance abuse coun- 
seling and treatment — critically important for this age 
group. But adolescents often do not anticipate or plan 
for their health needs, so to serve adolescents appropri- 
ately, services must be available in a wide range of 
health care settings, including community-based ado- 



lescent health centers, family planning and public 
health clinics, school-based and school-linked health 
clinics, physicians' offices, HMOs, and hospitals. 
Without multiple entry points into care and a diversi- 
ty of care resources, adolescents are less likely to con- 
nect with needed health services. 

Quality 

One aspect of quality that can be assessed is the capac- 
ity for providing appropriate service content. Content 
guidelines for adolescent preventive services have been 
recendy reviewed by two national scientific panels. 
Guidelines fi>r Adolescent Preventive Services (GAPS),^'^ 
and Bright Futures.^^ These groups recommend annual 
preventive visits to ensure that youth and their families 
receive health guidance. In contrast, the preventive 
care periodicity of the benefits package initially pro- 
posed in the Health Security Act is inadequate to pro- 
mote or restore adolescents* health. Even adolescents 
who receive health care often do not receive adequate 
preventive counseling, health promotion, or 
screening.'-^" Most physicians perform recommended 
pre\^entive services infrequendy; few adolescent visits 
are for prevendve care; and as many as 69 percent of 
adolescent visits do not include health counseling or 
guidance.'^'*''' 

Under the Administration's health c^re reform 
proposal many opportunines for effective health pro- 
motion and for delivery of cliniail preventive services 
to adolescents would connnue to be missed. For 
example, the Health Security Act provides coverage for 
annual Pap smears and pelvic exams for sexually active 
adolescents, but it does not cover screening to identify 
those adolescents who are having sex (both males and 
females) nor does it cover periodic health guidance to 
try to prevent unintended pregnancies and sexually 
transmitted diseases. 



Confidentiality/ afFordability 

Adolescents cite confidentiality, cost, and convenience 
as key determinants of their use of and satisfaction 
with care."' Their ability to pay out-of-pocket for 
services is minimal, and many studies report that the 
cost of care is a barrier to their use of services/'' -' 
Affordability is a delivery system problem, in that an 
adolescent's ability to receive health benefits should 
not depend upon his or her living situation, familial 
status, or family income. In any health care reform 
plan, adolescents who are living apart from their fami- 
lies; those who are in foster care, juvenile justice facili- 
ties, or other statc-. upervised care; and those who are 
homeless should be covered. Similarly, their ability to 
use insurance benefits should not depend solely on the 
availability or involvement of their families. To date, 
neither the* federal government nor individual states 
have allowed presumptive eligibility for insurance based 
solely on age rather than on status (e.g., pregnane)^. 

Confidentiality is of highest importance for 
addressing many types of preventable problems; and 
fear of disclosure, diagnosis, and treatment can cause 
adolescents to delay or avoid needed care.'^'"" In a 
recent survey, 58 percent of high school students had 
health concerns they v/anted to keep private from their 
parents; only one third knew they v/ere legally entided 
to receive confidential care for specific healin issues; 
and 68 percent had concerns about the confid ntiality 
of services provided in school-based clinics." Although 
most physicians support providing confidential care to 
adolescents, many are uncomfortable with the family 
negotiations that can sometimes surround indepen- 
dent care and decision making, and few routinely 
arrange alternative billing or other systems for adoles- 
cents to facilitate confidentiality. Unfortunately, 
adolescents and their families do not always agree on 
their regular source of care.-^ To the degree that health 
care reform relies on managed care gatekeeper mecha- 
nisms to control the use of services and to limit expen- 



ditures (especially if the adolescent's coverage depends 
solely on family coverage), reform will promote nei- 
ther access nor effective use of preventive care services. 

Flexibility/ coordination 

Flexibility of care and coordination of services are also 
important, and it is in these areas especially that the 
definition of "access to care" for adolescents differs 
from that for adults. Adults who have a regular source 
of primary care use more preventive services and 
report greater satisfaction with the care they received 
than did adults without a regular care source.^' 
Having a regular source of primary care also has been 
proposed as part of the definition of good access to 
care for adolescents; however, that definition might 
not be valid for adolescents who depend on and use 
multiple sources of care.-** For example, adolescents 
using a school-based clinic might need a another 
source of care v/hen the school is closed, and (rbr 80 
percent of school clinic sites) still another for repro- 
ductive health services. Thus, the use of multiple 
sources of care would not necessarily indicate poor 
access for these adolescents. Both using multiple care 
sources and being able to identify a source of primary 
care have significant implications for adolescents' 
access under health care reform. 

Public policy options for meeting adolescents' 
needs and increasing their access to health care usually 
emphasize the importance of comprehensive, coordi- 
nated, or "integrated" ser\'ices for adolescents.' 
These services (referred to as "comprehensive" in this 
paper) imply a broad range of physical and mental 
health, educational, social, and other services provided 
in linked, cooperative sites. Although definitions of 
comprehensiveness are imprecise and criteria for evalu- 
ating adolescent services are not always easily deter- 
mined, explicitly defining the services that must be 
made available to all adolescents has the greatest 




potential for improving adolescents' access to quality 
care under health care reform. Clinical outcomes 
increasingly are being used to evaluate health services; 
but unless the services to effect tlie outcome are avail- 
able and used, the desired outcomes cannot occur. 
Thus, an ability to provide or coordinate a range of 
services should be mandatory for any health provider, 
health insurance plan, or health alliance. Similarly, 
providing or coordinating a specified range of services 
for adolescents should be required of "essential com- 
munity providers." 

A brief review of what care adolescents actually 
receive, and from whom, is useful evidence for why 
these criteria must be applied uniformly. In 1990, a 
national survey identified approximately 660 programs 
providing comprehensive health services to adolescents 
in the United States. Of these, 45 percent were in 
schools, 22 percent in hospitals, 1 1 percent in com- 
munity centers, 9 percent in health centers, 8 percent 
in health departments, and 5 percent in other sites 
(e.g., free-standing teen centers, HMOs, etc.).'" In 
comparison, in 1990, there were 47,639 family practi- 
tioners, 40,893 pediatricians, and 20,649 nurse practi- 
tioners in practice, and 1,784 hospitals, 1,419 local 
health departments, 580 community health centers, 
and 123 migrant health centers providing primary care 
services,-" 

Although 80 percent of all adolescents (and 68 
percent of adolescents living In povert) ) receive care 
from physicians each year, fewer than 1 5 percent of all 
adolescent visits to office-based physician providers 
and only 13-20 percent of visits to school-based 
providers are for health supervision or other preventive 
care.'' Only 58 percent of Hispanic and 59 per- 
cent of African-American adolescents report private 
doctors or HMOs as their source of routine care, com- 
pared with 81 percent of white adolescents.*' Much of 
this difference is accounted for by poverty as more 
poor than nonpoor adolescents report community or 
hospital clinics or emergency rooms as their regular 
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source of care. '*'-*' In comparison, "comprehensive" 
adolescent health programs served only 5.3 percent of 
all 1 5 to 19-year-old adolescents in the United States 
in 1990.'" 

Although comprehensive programs generally are 
considered the gold standard for adolescent services, 
even comprehensive adolescent programs are flir from 
ideal, and evidence from existing programs suggests 
that it is difficult to provide a truly comprehensive 
range of services. For example, many school-based 
programs do not provide reproductive health sers'ices 
on site. In a recent study of comprehensiveness and 
coordination in 100 school-based clinics, many pro- 
grams that did not provide reproductive health services 
or mental health sen^ices on site had difficulty coordi- 
nating access to these services. Nearly one in three 
programs reported that their clients have problems 
accessing mental health services. Programs also report 
that clients have trouble accessing specialty referrals, 
dental care, primary c^re, reproductive health care, and 
abortion. Unless efforts are made to ensure that 
school heakh services arc actually comprehensive 
and/or coordinated, they will not fully meet the needs 
of adolescents. 

A focus on school -based health programs is appro- 
priate for several reasons: the optimism around new 
funding for school-based primary care; school-based 
clinics fulfill many access criteria; and the over 600 
clinics currently believed to exist do improve care 
delivery for many adolescents.^'^ School- based and 
school-linked programs serve a large proportion of in- 
school adolescents, many of whom have no other reg- 
ular source of caie.' ^'^^^ The number of states with 
programs or demonstration projects for school -based 
or school-linked health programs has grown from 9 in 
1991 to 32 in 1993.' ^' The Robert Wood Johnson 
Foundation has just funded a $23.2 million state-com- 
munity partnership grant program to increase avail- 
ability of school-based health services for children and 
youdi v/ith unmet health needs. Additionally, the 
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Health vSecurity Act contains funding for as many as 
3,200 new school health service programs, with special 
grants targeted toward population groups with the 
greatest needs. However, unless there is consensus 
regarding the services chat must be available, whether 
in school-based or in other models for care delivery, it 
will be difficult to know whether wr are in fact meet- 
ing adolescents' needs for primary^ care. 

An example of explicit criteria for serv ices that 
should be provided or coordinated by providers is the 
normatively defined list of sci-vices actually provided 
by self-defined comprehensive programs in 1990.''' 
This list is shown in Figure 1, along with the recom- 
mendations of previous expert panels and policy 
reports. Other examples of systems and seivices crite- 
ria include the grantee criteria for communit)' and 
migrant healdi centers established by the Bureau oi 
Primary Health Care, and the recently de^'eloped 
Columbia University's School Health Polic)' 
hiitiative's operating standards for school-based prima- 
ry care. '^ The latter consists of general principles and a 
checklist of minimum services proposed by a series of 
expert advisory committees convened to support the 
institutiondization and expansion of school-based 
health centers. 

By defining specific services, these criteria allow 
for specificity in evaluating whether and how well 
appropriate care is being provided. For health care 
reform, service criteria should be defined based on 
adolescents' needs, regardless of setting, rather than 
separately for different service delivery settings. 



Policy Issues 

The critiail health care reform issue for adolescent care 
delivery is access to care, especially with regard to the 
effects of managed care reimbursement strategies on 
confidential, independent access to comprehensive, 
coordinated care. Access can be promoted in several 



ways: by designating comprehensive adolescent health 
services as essential community providers; by mandat- 
ing or otherwise ensuring that all eligible health plans 
(as well as all essential community providers) provide 
confidential, comprehensive, and coordinated sen/ices 
to the adolescents they serve; and/or by categorically 
granting adolescents eligibility for insurance coverage 
on the basis of age alone. 

Currently, although family planning services are 
usually exem»pt from iMedicaid managed-carc plans, 
many school-based clinics and free-standing adolescent 
health programs report that their reimbursement for 
both reproductive and other services is restricted, with 
little or no corresponding change in their patients' 
needs. Designating adoles::ent health programs as 
essential community providers under health care 
reform would ensure both that adolescents could use 
the services of such programs, and that access would 
not be solely tied to the family's choice of provider. 



Recommendations 

Unfortunately, neither the Health Security Act nor any 
other health care reform proposal identifies a special 
role for programs that provide comprehensive services 
to adolescents. In contrast, family planning agencies, 
community and migrant health centers, certain mater- 
nal and child health programs, and school health ser- 
vices would be designated as essential community 
providers, meaning that qualified heaJth plans must 
allow them to participate in providing :are to the eligi- 
ble population. What services must actually be pro- 
vided for school-based or community health centers to 
be designated as essential providers is not clear. In die 
case of school-based services, most details are deferred 
to the secretary of health and human services; h'^wev- 
er, both capitation and grant fimding mechanisms ane 
proposed, with the former to fund enabling services 
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FIGURE 1 



Criteria for Comprehensive Adolescent Health Servdces^*^ 
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STD treatment 
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family planning 
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contraceptives 
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psychologic counseling 
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mental health care 
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[Note: Shaded services are included in only one of the definitions] 
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(i.e., outreach, transportation, etc.) not covered under 
the basic heahh plan entidcment. 

Wlnile many details remain unclear, the lack of 
essential provider status for free-standing comprehen- 
sive adolescent health programs and for community- 
or hospital-based adolescent heakh services threatens 
the viability of many essential programs that are well 
known to and frequently used by adolescents. 

Recommendation 1: Protective language defining 
comprehensive adolescent health providers as essential 
community providers should be included in any 
health care reform proposal. 

Mandated guidelines oudining which services must be 
provided are needed to ensure that Americas adoles- 
cents have access to appropriate health care. 
Comprehensive services are the standard for providing 
effective service for ado!esccnts-at-risk, although, 
access to coniprehensive care, with an emphasi.s on 
prevention, is essential for all youth. Thus, a critical 
element to ensuring access to the range of comprehen- 
sive services iiecded are policies that establish national 
standards for all delivery systems available to youth. 
The services that should be provided to adolescents 
must be explicidy defined so that adolescents have 
access to appropriate care across all clinical settings 
(wheriier in schools or in communities). Although 
local government, parents, providers, and schools 
should assume responsibility for developing health ser- 
vices that are available and accessible to adolescents, 
die federal government should assume rcsponsibilit)' 
for ensuring that comprehensive, coordinated health 
services for adolescents are available in all communi- 
ties. Under health care reform, federal and state 
financi*"^ mandates should be used to ensure that 
qualified health care providers and health plans make 
comprehensive, coordinated health services available to 
adolescents in every community. 



Recommendation 2: Comprehensive coordinated 
adolescent health services, defined by system and ser- 
vice criteria, should be written into health care reform 
legislation as mandatory components in the descrip- 
tion of what IS required of all qualified health plans 
and health care providers. 

Ideally, diese mandates would specify diat health plans 
be responsible for delivering confidential, high quality 
care to youths in flexible, diverse, and visible settings, 
coordinating and/or providing a specified set of com- 
prehensive services. 

Recommendation 3: To assure quality, mandated 
services should be monitored and evaluated. 

The limitations in what even coniprehensive programs 
currently are able to provide and the low frequency at 
which preventive services are delivered to adolescents 
suggest that adolescents rcquu'e multiple points of 
access to services. Questions, such as whether ser\'ices 
are offered and wh her they are used, Vv'ill be useful 
for monitoring both the effect of health care reform 
on adolescents* access to care and whether health care 
providers and plans adhere to service mandates and 
content guidelines. These questions must first be 
answered before e^'aluation questions can focus on 
measurable health outcomes of the care delivered. 

For adolescents, access to care is much more than 
merely having an insurance card. Current efforts to 
minimize health care expenditures duough managed 
care mechanisms inevitably conflict with efforts to 
deliver comprehensive preventive services to all adoles- 
cents. As health care reform efforts move forward, 
both careful definition of the services adolescents need 
and adequate financing for these services are essential. 
Otherwise, America's adolescents will not have access 
to appropriate health sei*vices. 
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Webstcrs Dictionary defines a benefit as something 
that promotes well-being. The purpose of this paper is 
to determine whether the Health Securit)' Acts defini- 
tion of benefits is consistent with Websters definition. 

This paper will address three topics: (1 ) the criti- 
cal needs of adolescents in the area of benefits, (2) 
strengths and limitations of the benefits under the 
Health Seciirit)' Act and other leading health reform 
proposals, and (3) recommendations for benefits pack- 
age for adoler>ccnts. 

Critical Needs of Adolescents in the 
Area of Benefits 

Developmental, emotional, and behavioral problems 
arc at the root of most of the critical health care needs 
of adolescents. Recenr national sur\xy data reveal diat 
as many as one in four adolescents has experienced a 
delav in growth or development, a learning disabilit); 
or an emotional problem that lasted at least three 
months or required psychological help.' 

The Office of lechnolog)' Assessment summarized 
theetiolog)' of adolescents needs for health ser\'ices:- 

• prevention of fatal injuries, including accidents, 
homicide, and suicide; 

• family problems, such as maltreatment; 

• school problems, such as the potential for 
dropping out; 

• physical problems, such as acute respiratory 
illness, serious chronic physical illness and 
disabilit); and sports injuries; 

• new problems on reaching pubert)', such as acne; 

• nutritional problems, such as obesit)' or 
anorexia; 

• dental problems, such as denta! r ' u elusion; 

• problems associated with unprotected sexual 
activity, such as pregnancy and sexually transmitted 
diseases (STDs), including HIV infection; 



• mental health and behavioral problems, diagnosable 
mental disorders, suicide attempts, alcohol abuse, 
cigarette smoking, and other drug use; and 

• homelessness and associated problems. 

Understanding these adolescent needs is essential 
to evaluate the strengths and limitations of the Health 
Security Act and other health care reform proposals. 

Strengths and Limitations of the 
Benefits under the Health Security Act 

The Administrations Health vSecurity Act offers an 
array of benefits. First, a standard benefits package 
would be guaranteed for all Americans. Second, indi- 
viduals atid families would not be subject to limita- 
tions in coverage due to preexisting conditions. 1 hird, 
many of these benefits would represent substantia] 
improvements over what currently exists; for example, 
several benefits would be added that previously have 
not been covered by many plans, including clinical 
preventive services, prescription drugs, mental illness 
and substance abuse services, vision care, and dental 
care. The Health Security Act includes several other 
programs intended to assure access and extend the 
basic benefits package. Of most relevance to adoles- 
cents are the following five programs: 

Program for Poverty- Level Children with 
Special Needs 

A federally financed and capped program is proposed 
fi)r poor children and adolescents under age 19 (ages 
()-], up to 185 percent of the federal povertyMevel; 
ages 1-6, up to 133 percent; ages 6-19, up to 100 
percent) who are Medicaid eligible. Benefits covered 
include those in the current Medicaid program that 
are not covered in the basic benefits plan or in the 
Program for Home and (>ommunit)'-Based Ser\'ices. 
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Program for Home- and Community-Based 
Services for Individuals with Disabilities 

A state-run program is proposed for (a) individuals 
who require help with daily living, (b) individuals with 
severe cognitive or mental impairments> (c) individuals 
with severe or profound mental retardation, and (d) 
severely disabled children under age six who would 
require insiitiitionalization unless they w^re provided 
with personal assistance. Personal assistance ser\Mces 
are the only benefit that states would be mandated to 
cover; additional optional services are case manage- 
ment, homemaker and chore assistance, home modifi- 
cations, respite ser\dces, assistive devices, adult day 
services, habilitation and rehabilitation, supported 
employment, home health ser\'ices, and other ser\'ices 
to keep individuals at home. 

Comprehensive School Health Education and 
School-Related Health Services 

Two grant programs would be established for (a) state 
and local education agencies to support K-12 compre- 
hensive school h^-alth education, and (b) state health 
agencies or partnership's (e.g., local health care 
providers delivering ser\'ices to adolescents, public 
schools, and at least one community-based organiza- 
tion) to furnish diagnosis, treatment, referral, and fol- 
low-up of minor illness and injur)'; preventive ser\'ices; 
enabling services (i.e., transportation, communit)- and 
patient outreach, patient education, translation ser- 
vices); and social ser\'ices, counseling, and referrals, 
including referrals for mentiil health and substance 
abuse. Preference would be given to communities that 
have the highest level of need among 10- to 19-year- 
olds, as measured by poverr)^ medical underser\'ice, 
and special needs related to disabilit); pregnancy, 
S TDs, injuries and gang violence, or alcohol and drug 
abuse. Priority also would be given to those programs 
demonstrating a link to qualified health plans. 



Health Services for Medically Underserved 
Populations 

Grants, contracts, loans, and loan guarantees would be 
available to develop qualified communit/ health plans 
and communit)^ practice networks in areas with short- 
ages of health professionals or to support those already 
serving significant numbers of medically underserved 
clients. Funds would be used to plan the network or 
health plan, recruit and compensate staff, acquire and 
expand facilities, and acquire and develop information 
systems. Grant ftands also w^ould be available for 
enabling services (described above). 

Mental Health and Substance Abuse 
Supplemental Formula Grants 

Grants would be available for transportation and 
translation, patient and community outreach, and 
patient education to increase access to mental health 
and substance abuse services. They would be available 
to improve the capacit)' of state and local service sys- 
tems to coordinate and monitor services; enhance 
information systems; link mental health and substance 
abuse ser\'ices and primar)' care providers and plans; 
and provide incentives to integrate public and private 
mental health and substance abuse services, laken 
together, these five programs represent important ben- 
efit extensions in the areas of school health ser\^ices, 
mental health and substance abuse ser\Mces, and 
enabling services (transportation, outreach, patient 
education, and translation services) for adolescents. 
While all of the benefits in the Health Securit)' Act are 
important for adolescents, certain benefits require a 
closer examination in light of adolescents unique 
health care needs: clinical preventive ser\'ices, mental 
illness and substance abuse ser\Mces, family planning 
and pregnancy-related services, home health care, 
extended care ser\'ices, outpatient rehabilitation ser- 
vices, durable medical equipment, and dental care. 
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The Health Security Acts^ strengths and limitations in 
each of these eight areas are summarized below. 

Clinical preventive services 

Sti'oigths: Preventive services are covered, and no cost- 
sharing would be required to receive benefits. 

Limitations: Tlie new clinical sen'ices benefit does not 
follow an EPSDl^ standard for preventive care current- 
ly existing in Medicaid. Fewer visits are called for 
than recommended by Bright Futures' or Guidelines for 
Adolescent Preventive Services (GAPS):* 

Mental illness and substance abuse services 

Strengths: .\ wide range of outpatient scrv'iccs would 
be covered, as well as residential and nonresidential 
treatment in a variety of settings and programs 

Li7nit(nions: Health professionals would not be able to 
provide treatment for mental illness and substance 
abuse problems unless the plan in which the adoles- 
cent is enrolled determines that such treatment is nec- 
essary based on its own criteria. Preventive or early 
intervention mental health visits would not be avail- 
able to adolescents suspected of having a mental health 
or substance abuse problem or to children and adoles- 
cents at risk for problems due to physical health, child 
abuse> or other biological or environmental risk fac- 
tors. Arbitrary annuiil limits on visits (i.e., 30) on psy- 
chodierapy, collateral services, and substance abuse 
counseling and relapse prevention would restrict ado- 
lescents* access to needed mental health and substance 
abuse services. Additional visits would be available to 
individuiils only in lieu of a higher level of care. 
Copayments and coinsurance would not be applied 
toward any annual out-of-pocket limit on cost sharing, 
creating substantial financial burdens for families 
and/or denying access to adolescents seeking confiden- 
tial services. 



Family planning services and 
pregnancy-related services 

This benefit is difficult to judge because services were 
not specified, except as follows: voluntaty family plan- 
ning services, prescribed contraceptive devices, and 
services for pregnant women. Copayments would be 
applied which could limit many adolescents access to 
family planning services. 

Home health care 

Strengths: Home health care would be covered for a 
limited time only following an illness or injuty and as 
an alternative to more costly inpatient services. 

Limitations: Home health care would not be covered 
as a result of a congenital problem. Full-time nursing 
services would not be covered; only part-time or inter- 
mittent nursing care would be covered. Personal care 
services would not be covered. 

Extended care services 

Strengths: Rehabilitation flicilities and skilled nursing 
facilities would be covered only for ? limited time as a 
hospital alternative following an illness or injuty. 

Limitations: Extended care services woi i not be cov- 
ered as a result of a congenital problem. 

Outpatient rehabilitation services 

Snrngths: Occupational therapy, ph)'sical therapy, and 
speech therapy services would be covered for a limited 
period to restore function or minimize limitations only 
following an illness or injuty. 

Limitations: Occupational therapy, physical therapy, 
and speech therapy would not be covered to improve 
function as a result of a chronic condition or a develop- 
mental problem. P^xtendcd outpatient rehabilitation 
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services would be covered only if function is improv- 
ing. Respiratory therapy and audiology services would 
not be covered at all. 



Durable medical equipment (DME) and 
prosthetic and orthotic devices 

Stivugths: The benefit would cover DiMK, prosthetics, 
braces, artificial legs, arms, and eyes. 

L'nnitatiom: Hearing aids, customized medical 
devices, and assistive technologies and ser\'ices would 
not be covered. 

Dental care 

Strengths: The benefit would include both emergency 
dental treatment and prevention, diagnosis, and treat- 
ment of dental disease for children and adolescents 
under age 18. Space maintenance would be covered 
for children between the ages of 3 and 1 3. 

Limitations: Not until 2001 would interceptive ortho- 
dontic treatment be covered for children between the 
ages of 6 and 12. 

hi sum, there are clearly many strengths in the 
benefu package for all adolescents. The limitations are 
fairly prominent for adolescents with developmental, 
emotional, and chronic care needs. C^onsequently, the 
supplemental programs described earlier are very 
important. 



labic 2 compares recommended benefits for children 
and adolescents in three of the proposals. The rwo 
remaining bills could not be assessed from a similar 
befiefits perspective. The Cooper/Creaux bill does not 
include a benefits package, and instead requires a stan- 
dard benefit be established by a Health Care Standards 
('ommission, and the Michel/Lott bill would give 
insurers flexibilit)' to design benefits packages within 
certain actuarial limits. How do the McDermott/ 
Wellstone and the Thomas/Chafee bills compare with 
the Health Securit)' Act in terms of benefits? 

T\x(i McDermott/Wellstone single-payer plan 
closely resembles the benefits offered in the Health 
Security Act, though wiihout as much specificity; the 
major distinctions are char McDermott/Welhrone 
includes long-term care as part of the basic benefits 
package, and illness and injur)' limits are not placed 
on rehabilitation, liomc health, and extended care 
facilities. The Thomas/Chafee bill benefits plan is far 
less generous, specif)'ing very few seP'ices. 

in sum, the Administrations Health Securit)' Act 
and the McDermott/Wellstone proposal are substan- 
tially more complete in their benefits than are the 
other leading health reform alternatives. 

hi terms of additional programs offered to 
enhance or supplement the basic benefits plan, the 
Health Securit)' Act, of the five plans, offers the widest 
array of programs related to medically underserved 
populations, long-term care, children and families liv- 
ing in povert)^ school health, and mental health and 
substance abuse. 
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Strengths and Limitations of 
Benefits under Other National 
Health Reform Proposals 

hour additional national health reform proposals war- 
rant evaluation in terms of their benefits for children 
and adolescents. The bills are summarized in Table 1. 



Recommendations 

C^f the health reform proposals evaluated, the Health 
Security Act is the most comprehensive in both its 
basic benefits package and its supplemental programs. 

q o 
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However, the benefits package under national 
health care reform should be enhanced for adolescents, 
particularly for those with developmental, emotional, 
and chronic care needs, by adding the following: 

Clinical preventive services 

• Additional preventive health visits, as medically nec- 
essar\^ to provide screening and counseling for and 
adolescents at risk for physical, emotional, behav- 
ioral, and developmental problems or conditions. 

• Specified comprehensive hunily planning s" ices 
and services for pregnant adolescents; no ^0|.,.iyment 
for family planning scr\'ices. 

Mental illness and substance abuse services 

• Preventive outpatient mental health and substance 
abuse services, including ser\'iccs for children and 
adolescents suspected of having a mental health or 
substance abuse problem or those at risk for mental 
health problems due to physical health, child abuse, 
or other biological or environmental risk factors. 

• Additional outpatient, inpatient and residential 
treatment, and intensive nonresidential mental 
health and substance abuse treatment services, based 
on reasonable standards of medical practice devel- 
oped in consultation with recognized medical orga- 
nizations involved in mental health and substance 
abuse care. 

Home healch care 

• Home health care services, including full-time nurs- 
ing seivices and personal care ser\'ices, as well as the 
services included in section 1801 (m) of the Social 
Security Act, for children and adolescents who 
require th'.s level of care to treat an injury, illness, or 
other health condition, consistent with an approved 
plan of care and subject to a C)()-day reevaluation. 



Extended care services 

• Skilled nursing facilit)' and rehabilitation facilit)' ser- 
vices for children and adolescents who require this 
level of care to treat an injury, illness, or other 
health condition, with coverage extending past 100 
days only as an alternative to hospitalization. 

Outpatient rehabilitation services 

• Occupational therapy, physical therapy, speech-lan- 
guage pathology, and audiology ser\'ices, and respi- 
rator)' therapy services for children and adolescents 
CO improve or maintain age-appropriate fimction- 
ing, subject to a 100-day reevaluation. 

Durable medical equipment and 
assistive devices 

• Prescribed hearing aids and custom-designed 
durable medical equipment, including prosthetic 
devices, orthotic devices, and health-related assistive 
technology for children and adolescents. 

Health education and training 

• Health education and training for families of chil- 
dren and adolescents with physical, emotional, 
behavioral, or developmental conditions who 
require these ser\'ices to achieve treatment goals. 

Case management 

• Multidisciplinaiy case management for all children 
and adolescents with severe or chronic health care 
needs, and those with emotional, biological, or 
environmental risk factors. 

The concluding question on which any proposed 
health reform plan must be judged is this: Do the 
proposed benefits and supplemental programs in the 
plan promote well-being for adolescentsf" 



TABLE 1 

Comparison of Selected Features Among Leading 
National Health Reform Proposals^ 



ISSUE 



Health Security Act 
HR3600/S 1757 

President Clinton/Gephardt/Mitchell 



American Health Security Ace of 1993 
HR I200/S 491 

McDfrmott /Wellstone 



C lcncral Approach 



hidividual ciu.tlcmciu co liealdi coverage secured 
through enrollment in private health plans 
offered by private healch alliances aiid financed 
dirough a combination of individual and 
employer premiums and government assistanre 



Individual entitlement ki government -sponsored 
health insurniice secured through enrollment in 
srate-administcrcd programs and financed 
through various taxes. 



C^overage 



Universal and niandacory coverage of all US 
citizens and permanent legal residents by 
1998 

Excludes undocumented persons 
Employer mandate to help pay for coverage 
by paying 80"o of the average family premi- 
um (divided by the number of workers per 
f.unily and adjusted by family i)'pe) 
Ir.dividual mandate to purchase coverage 
subsidies for low-income individuals 
through regional alliances 
Imposes penalt)- for noncompliance equal to 
double cost of average premium 



Uni\'ersal and mandator)' coverage for all 
US citizens and legal resideius by 1995 
C^m-fs undocumented person if National 
Board or States expand eligibilt)' 
Employers are assessed a payroll tax to pay 
for prog rain 

Other revenues used to cover costs of 
coverage 



Benefits 
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Ntaiidates comprehensive standard benefits 
package. 

Includes inpatient and outpatient hospitd 
ser\-ices, emergenc)' and ambulatory medical 
services; sen'iccs of physicians and odier health 
professionals, ambulance semces, laboratory and 
diagnostic services, clinical preventive services, 
family-planning and pregnancy-related services, 
home health care. DME. prosthetics atid 
orthotics, extended care services, mental illness 
and substance abuse services, outpatient rehabili- 
tation services following acute illness, routine 
vision and hearing, eyeglrisses for children under 
age 18. prescription drugs, routine preventive 
and emergency deiual "are coverage, and health 
eduquion classes. 

Initially includes coverage limits on mental 
health and substance abuse ser\'ices .md age lim- 
its on dental prrveiilion and treatment servit.es; 
by 2001. expands coverage of these and ,idds 
orthodontia for children aldunigh some limita- 
tions still apply. 

C!re.itcs new long term care pr( gram (non-enti- 
tlement) for home-and conununity-based care 
through graiits to states. 

Allows (he National He.ilth Hoard to interpret 
the benefit pacLigc and modify- preventive 
benefits. 

Allows individuals to purchase supplementary 
insur.uKC. 



Mandates comprehensi standard benefits 
package 

Includes inpatient and outpar' -t services, 
professional services of state-auihorized practi- 
tioners, conmumit)'-based primary health 
services, home and community-based long term 
care nursing facility services, home health ser- 
vices, chemical dependanc)' trcatmcfU, diagnos- 
tic tests, outpatient therapy, home dialysis, 
emergency ambulance service, prosthetic devices, 
DiME, prescription drugs, and bilogicals. 

Clarified by National Health Board. 

Allows states and employers to provide 
addirlon.'il IxMiefits at their own risk. 
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Health Equity and Access Reform Ibday 
Act of 1993 
HR3704/S 1770 

Thorn as/Chafec 


Managed Competition Act of 1993 
HR3222/S 1579 

Cooper/ Brcaux 


Afforxl^jble Healdi Care Now Act of 1993 
HR3080/S 15.33 

Michcl/Lon 


♦ Individual entitlement through mandatory 
eniollmcnt in qualified health plans offered 
through purthasing cooperatives, large 
employer plans or a go\ ernment program 

• I'inanccd through Individual and employer 
premiums, changes in taxes deductibility 
and go\crnmeiu assistance 


X'oluntaiy program that establishes arrai^gements 
to improw access to affordable health coverage, 
conditions tax exemptions for coverage on enroll- 
ment through purchasing cooperatives, piovides 
subsidies for low income individuals and reforms 
insurance practices. 


Voluntary })rogram th,it refonns and standard- 
izes group health insurance sales practices and 
provides expansion. Medical cover.ige and low- 
income individuals. 


• Pronll^e if luiiversal and n'jandaton' cover- 
age oi all lawful permenent residents by 
200S 

• Excludes utulocumenled persons 

• Individual mandate to purchase coverage in 
long-term, with federal subsidies for low- 
income individuals 

• Requires employers to offer but not pay for, 
cover.ige 

• Im[>oses penalty for ifuli'.iduals failing to 
obtain coverage equal to 12()'*'o of the aver- 
age vearlv premium in a local area (low- 
intome protected trom penalties) 


• Expands access to health coverage thrcnigh 
insurance reforms 

• Undocumented persons who do not work 
are excluded 

• Requires employers to offer but not pa\' for, 
coverage 

• Ciovernmeni subsidies available for low- 
income individuals 

• Allows individuals tax deductions for their 
share of plan premiums 


• Expands access to health insurance coverage 
through insurance marketing reforms 

• Silent on coverage of undocumented 
persons 

• Requires employers to offer hut not pa\- for, 
coverage 


Mandates standard benerfits package or combi- 
nation of catastrophic beneHts pack.ige and 
medical savings accoimt. 

Includes medical and surgical services and 
e(iuipment, prescription drugs and biologicals, 
preventive health serx'ices. rehabilitation and 
home health services related to an acute care 
episode, severe mental health services and some 
substance abuse services. 

Specific benefits to he clarified by National 
Benefits Comission. 


Requires all plans to offer standard benefits 
package to be established by Hc;ilth CJare 
Standards C^ominission. 

Requires standard benefits p.ickage to include full 
range of preventive services with no cost-sharing. 

Allows plans to offer supplemental benefits as 
long as they ate non-duplicative and offered sepa- 
r.uely 


Requests NAIC] to determine actuarial v;ilue for 
coverage; allows insurers to create any benefit 
package that fits within percentage |X)ints of 
the actuarial value.. 

Preempts state mandated benefits for group 
health plan.s. 

Medical Savings Accounts must Ik* offered by 
insurers to small employers. 
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TABLE 2 

Comparison of Recommended Children's Benefits 
Among Leading National Health Reform Proposals 



Recommended Children's Benefits 


President Clinton/ 


McDermott/ 


Thomas/ 






Wpll^trtnp 


Ch;ifAP 




HR 3600/S 1757 


HR 1200/S491 


HR 3704/S1770 


1. riospiidi berviueb 




Yes 


Yes 


2. Physician services 


Yes 


Yes 


Yes 


3. Services of other health professionals 


Yes 


Yes 


NS 


4. Clinical preventive services 


Yes 


Yes 


Yes 


• Consistent with pediatric practice guidelines 


No 


No 


No 


• Enriched services for high-risk youth 


INo 




1 N O 


5. Emergency and ambulatory medical and 








surgical services 


Yes 


Yes 


Yes 


0. LdDoraiory, rauioiogy, dnu uiayiiubiiu our viuco 


Ypci 


Yes 


Yes 


7. Prescription drugs 


Yes 


Yes 


Yes 


8. Ambulance services 


Yes 


Yes 


Yes 


9. Family planning services and supplies 


Yes 


Yes 


NS 


10. Services for pregnant women 


Yes 


Yes 


NS 


• Genetic counseling and related services 


NS 


NS 


NS 


• Prenatal care 


Nb 


No 


K O 

INo 


• Enriched prenatal care services for 








high-risk women 


NS 


MO 

No 


MO 

INo 


• Counseling on pregnancy options 


No 


MO 

INo 


MQ 

INo 


• Elective termination of pregnancies 


NS 


MO 

No 


MO 

INo 


11 Mpntal hpplth ^nci 'nuh^^tanrp ahusp services 


Yes 


Yes 


Limited' 


• Outpatient treatment 


Yes 


Yes 


NS 


Screening and assessment 


Yes 


Yes 


NS 


Meuicai mandyemeni 


Ypc; 


Yes 


NS 


Substance abuse counseling 


Limited^ 2' 


Yes 


NS 


Crisis services 


Yes 


Yes 


NS 


Somatic treatment services 


Yes 


NS 


NS 


Psychotherapy 


Limited^ 


Limited' 


NS 


Case management/care coordination 


Limited'^-' 


Limited' 


NS 


Collateral services 


Limited^'- 


NS 


NS 


• Inpatient and residential treatment 


Limited'-"' 


Limited' 


NS 


• Intensive nonresidential treatment 


Limited'^' 


Limited' 


NS 
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Recommended Children's Benefits 


President Clinton/ 
Gephardt/Mitchell 
HR3600/S1757 


McDermott/ 
Wellstone 
HR 1200/S491 


Thomas/ 
Chafee 
HR 3704/S 1770 


12. Physical therapy, speech language therapy/pathology 
services, occupational therapy 


Yes 


Yes 


Yes 


• For chronic care needs No 

• Lona term care rehabilitation therapy to maximize function No 


Yes 
Yes 


No 
No 


13. Respiratory therapy 


INO 


No 


NS 


• For chronic care needs 

• Long term to promote or maintain 

functional capacity 


No 

No 


No 


NS 


14. Home health care 


Yes 


Yes 


Yes 


• For chronic care needs 

• Long term, full-time nursing care 


No 
No 


L_ll I IllcU 

No 


No 
No 


15. Vision and hearing services 


Yes 


Yes 


NS 


• Hearing aids 


No 


Limiieo 




16. Care coordination/case jTianagement 


No 


No 


No 


17. Durable medical equipment and prosthetic 
and orthotic devices 


Yes 


Limited 


NS 


• Custom designed DME 

• Assistive technologies 


No 
No 


No 

No 


NS 
NS 


18. Extended care inpatient services 


Yes 


Yes 


NS 


• Chronic care needs 

• Long term rehabilitation or skilled nr.rsing 

facility services 


No 
Limited" 


Yes 
Limited' ^ 


NS 
NS 


19. Hospice care 


Yes 


Yes 


Yes 


20. Dental care 


Yes 


Yes 


No 



Limits: ' Eligibility restrictions 

^ Day, visit, or service limits 

^ Plan discretion 

' Services excluded 

^ Covered only as a hospital alternative 

NS = not specified 
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Financing Obligations Imposed on 
Individuals and Families 



Copayments, Coinsm^ance, and 
Deductibles 



Nationallvi about 5 million adolescents 10-18 years 
old do not have health insurance. This represents 1 5 
percent oF the nations youths, an estimated increase oi 
10 percent just since 1989.' The major reason cited 
by fiimilies For their lack of health insurance is their 
inahilit)' to affoiS its cost. Families with children are 
disproportionately poor, and adolescents who live on 
their own — with or without the rcsponsibilit)' of car- 
ing for children — are overwhelmingly low-income. 
For all children, and for adolescents especially, the 
question of affordability of health care is a key 
concern. 

Universal access to health care cannot be accom- 
plished unless health care is affordable to all. Studies 
routinely have shown that children living in low 
income situations v^'ho lack health insurance receive 
significandy !eSo adequate health care despite having 
generally greater heaUh care needs.- While it is not 
unreasonable to expect individr»als and himilies to 
share responsibility for financing health care, financing 
obligations must realistiailly factor in ability to pay 
and must recognize that people with very limited 
incomes have no abilit)' to pay. Without dus recogni- 
tion, the central goals of health care reform — assuring 
universal access, ending cost shifting, and controlling 
overall costs — cannot be achieved. 

The Administrations Health Security Act grants 
most adolescents the right to a comprehensive range of 
health care services and recognizes that subsidies arc 
neccssar)^ to allow individuals and families with low 
incomes access to care. Nonetheless, the Act would 
impose on low-income people — a disproportionate 
portion of whom arc children and adolescents — cost 
sharing obligations that would be significant relative to 
their income. 



Overview of cost sharing obligations 
and subsidies 

Under the Health Sccurit)- Act, all health plans would 
be required to impose cost-sharing obligations on all 
enrollees, according to one of three schedules set forth 
in the bill (sections 1 132, 1 1 33, and 1 1 34). The iow 
cost sharing" plan imposes copayments but no 
deductibles for most services; the "higher cost sharing" 
plan imposes deductibles and copayments for most 
services; and the "combination" plan imposes copay- 
ments on most services delivered by plan providers 
and deductibles and coinsurance requirements on 
most out-of-plan ser\Mces. The bill does include two 
critical cost sharing protections: Plans cannot impose 
any cost sharing requirements on "preventive services' 
and providers cannot bill more for scr\'ices than is 
allowed under the plan (section l40C7(d)).' 

Because of the significant cost imposed by coin- 
surance and deductibles, low-income people can be 
expected to sign up with the "low cost sharing' plan 
in their area. Even under the low cost plan, however, 
care is likely to be imaffordable to adolescents and 
flimilies with low incomes. The bill proposes the fol- 
lowing copayments (section 1 135): 

• $10 for physician visits, outpatient hospital 
ser\Mces, vision care, dental care, and family plan- 
ning services; 

• $5 for prescription drugs; 

• $25 for certain mental health scr\'ices, and for each 
"nonemergency" visit to an emergency room. 

Health eduauion and anticipator)^ guidance are 
not mandatory components of the comprehensive 
package. If a plan provides health education classes, 
the bill authorizes the imposition of unspecified 
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copayment amounts (section 1 12'7). The National 
Health Board would appear to have the authorit)* to 
require that preventive clinical visits include anticipa- 
tory guidance for adolescents (see section 1 1 53), in 
which case no copayment would apply 

Although there is no reduction of cost sharing 
requirements applicable to all people based on inabili- 
ty to pay, the bill docs propose three t)'pes of cost shar- 
in^ limitations:* 

• For AFDC and SSI cash recipients, copaymcnts 
would be reduced to 20 percent of the standard 
copayments requirement, except that no reduction 
would apply to emergency room visits in which ''no 
emergency medical condition' exists (section 
13-71(c)). 

• Cost sharing for people with incomes below 1 50 
percent ot the federal povert)^ line (fpl) would be 
available only if "insufficient" combination or low 
cost sharing plans were available." No definition of 
insufficiency is included in the bill, and the deter- 
mination would be made at the discretion of the 
alliance (section 13'71(a)). 

• Overall out-of-pocket caps of $1,500 for individuals 
and 53,000 for families apply to all three r\'pes of 
plans (sections 1 132 (a)(2), 11 33 (a)(7), 

1 134(a)( 1 )). Out-of-pocket expenditures for certain 
mental illness and substance abuse services would 
not be counted toward these limits (sections 
11 15(d)(2)(E) and 1115(c)(2)(E)). 

Concerns and recommendations regarding 
cost sharing obligations 

In contrast to provisions of the hill addressing premi- 
um payments (described below), the bill does not per- 
mit plans to waive cost sharing obligations; failure to 
pay cost sharing obligations results in denial of care. 
In this respect, the bill contrasts sharply with current 



Medicaid law, which prohibits copayments for chil- 
dren and pregnant women, limits copayments for all 
other people to "nominaP' amounts, and requires that 
services be provided if Medicaid recipients state they 
are unable to afford the fee. Many people with low 
incomes currently receiving Medicaid would be fur- 
ther disadvantaged under the Health Securitv Act plan 
since many would lose supplemental benefits (such as 
transportation, treatment for mental illness, and cover- 
age of nonprescription medications). At the same 
time significant additional cost sharing requirements 
would be imposed for a smaller package of benefits. 

The copayments proposed by the Health Securit)- 
Act would be particularly burdensome to adolescents 
and their families with low incomes. For those living 
in povert}', $10 payments, and certainly S25 payments 
are prohibitive — a $10 payment for a family with 
median income is comparable to a S35 payment for a 
family with poverr}'-level income. Making these 
copayments could come literally at the expense of 
paying for other compelling family needs, such as rent, 
utilities, or food. 

For example: A mother of two children, ages three 
and six, working part-time making $900 per 
month, would face the following costs if both 
children had ear infections, even if she were 
enrolled in the low cost sharing plan: 

2 visits to the doctor for 
each child $40 copayments 

2 prescriptions $10 copayments 

Total cost for one 
episode of illness $50 

These copayments amount to a third of the moth- 
ers take-home pay for the week. After paying for 
rent, utilities, and other necessities, this mother 
likely has no disposable income with which to 
meet such obligations. 
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For adolescents with low incomes, we can expect 
these cost sharing obligations to result in unintended 
and undesirable consequences: 

• The copayment requirements are particularly prob- 
lematic for adolescents with chronic 

illnesses and disabilities. 

• People will defer seeking care until their illness 
degenerates into an emergency, harming their health 
and risking hospitalization at much higher cost. ]n 
Massachusetts, for example, preventable hospitaliza- 
tions were estimated to have cost $347 million in 
1989 and 1990 for people under age 64. Asthma 
hospitalizations done, which primarily affect chil- 
dren, cost over S46 million during the same time 
period.'' 

• Limiting protections for cost sharing to AhDC and 
SvSI recipients, arbitrarily distinguishes among peo- 
ple with low incomes and creates new barriers for 
people who are tr)ang to enter the labor market. 
Adolescents no longer eligible for cash assistance 
(e.g., those gainfully employed or who recently 
turned 18) would be denied protection, regardless 
of their poverty status. K4oreover, because SSI and 
particularly AFDC levels var>' markedly among 
states, federal subsidies tied to receipt of cash assis- 
tance do not treat people fairly on a nationwide 
basis, even accounting for regional cost-of-living dif- 
ferences. 

• People with low incomes who need the limited 
mental health services covered by the Health 
Securitv Act would be particularly disadvantaged. 
The S25 copayment, coupled with the frequent 
interventions that such care often requires, would 
put these services out of reach for adolescents living 
in povcrt)'. 



• Emergency room copayments would cause many 
people experiencing true emergencies to delay com- 
mencement of care and would impose an unfair 
premium on people who cannot find linguistically 
and culturally appropriate primar)' care except in an 
emergency^ room. Such copayments also would pre- 
vent access to primar)' care in communities where 
the emergenc)' room is the only source of primary 
care. 

• Because no reduction in cost sharing is available 
except to enrollees in "low cost" plans, people living 
in poverty would be locked into closed-panel plans, 
and segregated care is thereby assured. Low income 
adolescents who require access to out-of-plan spe- 
cialists available only by paying deductibles and 
coinsurance would be denied that access solely 
based on income. 

• Copayments would create a significant barrier to 
adolescents who have no income of their own and 
who seek confidential care, for example, for family 
planning services. 

Recommendations: Cost sharing limitations should 
be applied to all individuals and families with low 
incomes and should not be restricted to those receiv- 
ing cash assistance. In order to avoid imposing finan- 
cial barriers to care, copayments must truly be 
nominal for people with low incomes, and providers 
should be prohibited from denying services to persons 
who are unable to pay the fee. No copayments should 
be imposed for preventive services such as family plan- 
ning, health education and anticipatory guidance, 
vision care for children, and preventive dental sen'ices, 
or for emergency room services in communities where 
culturally or linguistically appropriate primar)^ care ser- 
vices are not available. Some relief from cost sharing 
beyond copayments also should be made available, at 
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least to people with chronic iHncsscs and disabilities 
(e.g., by imposing a monthly limit on oiit-oF-pocket 
costs). 



Premiums 

Overview of premium obligations 
and subsidies 

Under the Health Security Act, premiums would be 
set by each plan within a range established b\' the 
alliance. Premium obligations would be the responsi- 
bilirv'ofa family, rather than a family member, and 
while penalties will be charged if premiums are not 
paid, services could not be denied based on nonpa)- 
ment of premiums, ' 

Basically if a mem.ber of the family is employed 
full-time, the employer would pay 80 percent oFthe 
weighted average premium and the famil)- would pa\' 
the remainder, which, depending on the plan the)' 
select, would be about 20 percent of the total premi- 
um cost.' The employer payment would be consid- 
ered a "credit'' against the total premium cost (referred 
to as the 'alliance credit''); families with no qualif}'ing 
wage earner must "repay" all or \x\rt of the credit to 
the alliance. Some individuals and fiimilies, therefore, 
would be responsible for 100 percent of the premium 
(sections 1342, 1343 and 6103). 

Premium subsidies would be availal')le as follows: *' 

• Premiums would be paid in full , up to the weighted 
average premium within the alliance area, tor all 
recipients of Ah'I^C^, or SSI; 

• Premium subsidies for other consumers with low or 
moderate incomes would be available toward the 20 
percent family share as follows: 

A sliding scale sul)sidy (referred to as the "premi- 
um discount'') is available to families with "adjust- 



ed income" of up to 1 SO percent of the fpl." No 
premium is required for individuals or families 
with annual income below Si, 000; above that 
amount, payments would increase based on 
income and the applicable marginal rate. 
According to the formula, families at 1 50 percent, 
of the fpl would be expected lo pay 3 percent of 
their income toward the 20 percent "family share" 
(section 61 04).'' 

The bi!! caps premium obligations (relating to 
the 20 percent share) at 3.9 percent of income for 
families with adjusted income above 1 50 percent 
of the poverty line but below $40,000 (section 
6I04(c)(3)(A)(ii)). 

An additional subsid)' would be available for 
persons eligible for a premium discount if the 
alliance determines that the individual or family 
"is unable to enroll in a lower than average cost 
plan . . , that ser\Mces the area." The subsid)- 
would be whatever is required to permit the 
household to enroll in a plan without having to 
pay a family share of premium in excess of the pre- 
mium caps (section 61()4(b)(2)). 

Premium subsidies also would be available to indi- 
viduals and families who must "repa)'" the alliance 
credit, i.e., the 80 percent employer share. 
Individuals and families would be responsible for all 
or part of the 80 percent employer share when no 
one in the family is employed by one employer at 
least 40 hours in a month. This subsidy vv'ould be 
determined on a sliding scale, based on "wage- 
adjusted" income.'* Individuals and families widi 
"wage-adjusted" income below Si, 000 would not 
pay any of the 80 percent share; individuals and 
families with "wage -ad justed" income at the poverty- 
level would pay no more than 5.5 percent toward 
the HO percent share. The subsidy phases out at 
250 percent of "wage-adjusted" income (section 
6113). 
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• A special subsidy generally available to small busi- 
nesses would apply as well to self-employed individ- 
uals and families. Under this subsidy, people with 
low incomes otherwise obligated to repay the 
alliance credit because they are self-employed would 
have their 80 percent premium contribution capped 
at 3»5 percent of income (section 6123). 

General concerns regarding premium 
obligations 

The bill provides adequate protection for recipients ot 
cash assistance, but many adolescents and their fami- 
lies with low-incomes who do not receive AFDC or 
SSI would oe responsible for a burdensome and largely 
unaffordable premium. This is particularly true for 
individuals and families for whom no employer pay- 
ments arc made, including people who are self- 
employed or who work sporadically and for multiple 
employers. Many adolescents would be affected by 
these burdensome premium payments either as mem- 
bers of a flimily subject to these payments or as eman- 
cipated minors or as parents living on their own with 
their children. 

For example: An 1 S-year-old pregnant adolescent 
living apart from her family works two days a 
week, each day for a different employer, in addi- 
tion to participating in a job training program. 
Her total gross mondily income from her wages is 
S344 — well below the federal poverty line. 
Because she works a limited number of hours for 
more than one employer, no employer pays a 
premium on her behalf Despite her very low 
income^ her annual premium responsibilirv\ 
considering available discounts and reductions, 
would be S266 — more than threc-quarrers of one 
months income. 



Recommendation: Premium subsidies should be 
increased to ensure that health care is affordable for all 
individuals and families. The scales and premium per- 
centage caps should be revised to provide more relief 
to families with low incomes, and subsidies should be 
applied more evenly based on abilit)' to pay rather 
than on source of wages. 

Specific adolescent-related concerns regarding 
premium obligations 

Iwo additional adolescent specific concerns related to 
premiums flow from the bills broad definition of 
"family.''^' The first concern is that the bill authorizes 
the National Health Board to require that certain 
three-generation households be considered one family 
(i.e., if the grandchild's parent is an adolescent and the 
adolescent, her baby, and her parcnt(s) live together; 
and no one receives AFDC or SSI). In some 
instances, particularly where the grandparent has other 
children living at home, this definition might hclp> or 
at least not hurt, the family in terms of affordability of 
pavments. However, in most instances, that provision 
can be expected to make it more difficult for the ado- 
lescent and her baby to afford health care. 

If the adolescent parent and baby have limi ted 
income, which is quite likely> their premium subsidy 
amount would be greater if they were allowed to 
participate in the system as a separate family. By 
grouping the adolescent parent and baby with the 
grandparent(s), the adolescent would lose her subsidy, 
and the grandparents premium payments would likely 
be higher (depending on the grandparents income and 
whether other children were in the home). 1 he 
option for the adolescent would be to marr}' (married 
minors are considered a separate family) or move out. 
Neither consequence necessarily benefits the health 
and safety of the adolescent and her baby> and ihe pol- 
icy creates a dvnamic which is in opposition to many 
current welfare reform initiatives. 
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The second concern also relates to family defini- 
tion rules. Even adolescents living away from home 
may be considered part of the parents 'Tamily/' Like 
the "grandparent" rule discussed above, this rule 
would aflFect different families differently. By consid- 
ering adolescents living apart from their parent(s) (c,g., 
an adolescent who moves out of her parents home 
because oi ongoing disputes and moves in with an old- 
er sister or friend) as part of the parents 'Tamilv," the 
adolescent loses the ability to select a plan indepen- 
dently and remains subject to the parents ability to 
pay the family premium. From an affordabiliry^ point 
of view, this may or may not be harmRil to the adoles- 
cent; but it seems clear that such a rigid and overly 
inclusive definition of Tamily'' unduly restricts the 
ability of adolescents to choose a plan that meets their 
needs. 

Recommendation: .Allowing adolescents who are 
living apart from their parents and pregnant and par- 
enting adolescents living with their families, the choice 
of whether to participate in the system as part of their 
family of origin or as a separate household would 
permit enough flexibility to address various and often 
complex family situations and extenuating circum- 
stances. 

Financing of Adolescent Services 

The Health Security Act properly jind commendably 
recognizees that access to health care entails more than 
conferring the right to universal coverage. Efforts to 
assure that the deliver)' of services is sensitive to con- 
sumer needs are critically important. In the context of 
national health care reform, delivery mechanisms that 
are currently fiinctioning must be safeguarded and 
secured a place in the new system; and where the cur- 
rent infrastructure fails to meet community needs, 
new resources and priorities for the delivery of services 
must be forthcoming. 



This is especially true for health care services for 
adolescents. Adolescents rend to access health care, if 
at all, in ways which are distinctly different from 
younger children or adults. Successfiil models for the 
delivery of adolescent health scr\'ices emphasize acces- 
sibility, limit gate-keeping barriers, and assure that 
their service providers are sensitive to the particular 
needs of adolescents. Fortunately, successful models 
have blossomed over the past few years in communi- 
ties throughout the country, but unfortunately, many 
have been threatened by market forces and managed 
care models that often do not provide specialized ado- 
lescent services nor pay for aire at alternative sites. 

While the Health Security Act talces a number of 
steps tov/ard recognizing the importance of specialized 
ser\'ices for adolescents, further steps will be required if 
these and other community-based providers of health 
care services are to be supported. 

Overview of the Health Security Act 
provisions relating to the financing of 
adolescent health services 

The financing anticipated under the Health Security 
Act for community- and school-based providers of 
adolescent health services flows from two sources: 

(1) payments by alliance health plans for ser\aces 
otherwise required to be provided by the plans; and 

(2) additional federal Rmding. Both sources of financ- 
ing depend on community- and school-based 
providers having been designated as "essential commu- 
nity provider(s).'' 

The Health Security Act establishes a process 
whereby the secretar)' of health and human services is 
directed to certify certain providers as "essential com- 
munity providers,'' a designation that applies to any of 
1 1 specified categories of providers, including school 
health service providers, migrant health centers, com- 
munit)' health centers, health care for the homeless 
program providers, and AIDS providers under the 
Ryan White Act (sections 1S81 and 1582). 



Adolescent health and mental health seivice providers 
outside of the school setting would not be separately 
designated as essential community providers, but 
might be certified as such if they receive ftmds under 
Tide V of the Social Security' Act or are part of a 
"community practice network/''' 

A provider certified as an "essential community 
provider" can elect to have a form:il relationship with 
each alliance plan serving its region. The Health 
Security' Act provides that, for the first five years of 
implementation, each regional alliance health plan 
would be required either to subcontract with or to pay 
fee-for-service reimbursement to "electing" essential 
community providers other than providers of school 
health sen-ices (section 1431).''' Although subcontract 
agreements must include terms at least as favorable as 
terms applicable to other plan providers, the Health 
Security Act would not require plans to pay essential 
community' providers more than others or to safeguard 
them against additional risk, even though their patient 
mix would likely have above-average health costs. 

Plans that do not subcontract with electing essen- 
tial community providers must agree to pay such 
providers on a fee schedule developed by the regional 
health alliance or based on Medicare rates (the choice 
of payment schedule is to be made by the community 
provider). The bill specifically directs that essential 
community providers that are reimbursed on a fee-for- 
scrv'ice basis (i.e., not through a subcontract agree- 
ment) shall not be subject to plan gate-keeping 
requirements; thus, presumably, where community' 
providers subcontract with plans, the plans gate-keep- 
ing rules would apply (section 143) (c)(2)). The 
choice as to whedier to enter into a subcontract with a 
plan or to establish a fee-for-service reimbursement 
relationship does not appear to lie exclusively with the 
community provider. 

With respect to plan pa)'ments for school health 
services, the bill simply states that health plans 'shall 
pay to each provider of school health services located 



in the plans service area an amount determined by the 
secretan' [of health and human services] for such ser- 
vices furnished to enrollees of the plan" (section 
1431(e)). 

Financing of community- and school-based 
adolescent services also would be available potentially 
through a number of initiatives relating to medically 
underserved populations, mental health and substance 
abuse services, and initiatives specifically relating to 
school-based services (subtitles E, F, and G of Title III 
of the Act). Funding, hov/ever, would not be appro- 
priated or otherwise assured by the Health Security 
Act, but merely "authorized for appropriation." 
Programs for promoting health, for senang medically 
underserved populations, and for paying hospitals that 
serve vulnerable popidations are included among these 
important initiatives. 

Subtitle G of Tide III of the Heahh Security Act is 
concerned exclusively with "comprehensive school 
health education and school related health ser\'ices/' 
State and local community education and health agen- 
cies as well as providers working together with local 
agencies can receive planning grants as well as develop- 
ment and operanon grants under the initiatives out- 
lined by the Act. With respect to school-related health 
services, preferences in funding would be granted to 
communities with the greatest need among 10-19- 
ycar-olds with lov/ incomes. The Health Security Act 
docs not specify how the sendees funded would inter- 
relate with alliance plans, but it does require grant 
applicants to show how linkage would be arranged. 
Operating grants for school health service sites may 
cover, but would not be limited to, services othcnvisc 
covered by plans, as well as enabling seivices (e.g., 
transportation, outreach, education, and translation), 
health education, and services to link students to 
health plans and other services. Significandy, the 
Health Security Act provides that school health service 
grantees cannot impose any cost sharing on students 
or families (section 3685(d)(4)), 
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Concerns and recommendations regarding the 
relationship between plans and 
community- and school-based providers of 
adolescent services 

While the Health Sccurit)' Act takes several critical 
steps toward requiring plans to provide financial 
support for community-based sen'ices, school-based 
scmccs should not be excluded from receiving plan 
payment. Furthermore, more protection should be 
afforded to assure that plan fijnding does not depend 
on preauthorization of services and cannot be pre- 
empted if a plan determines that the community- or 
school-based services duplicate plan -provided sen'ices. 

Adolescent health services provided in schools or 
in other community/ settings must be able to ser\'e 
clients in a timely and specialized fashion. While link- 
ages between programs and plans are necessary to 
assuic continuit)' of care, adolescent health ser\'ice pro- 
grams which must first get plan appro\'al before ser\'- 
ing clients risk losing the opportimity to ser\T young 
people at the critical moment services are sought. 
Experience around the country overwhelmingly 
demonstrates that adolescents will lose access to ser- 
vices, and programs that ser\'e adolescents quickly will 
be squeezed out of existence, if payment for ser\'ices by 
plans is subject to preservice authorization and if 
authorization for payment is conditioned on whether 
such services are otherwise provided by the plan. 

Recommendation: The categories of "essential com- 
munity providers'' should be clarified to assure that 
community-based adolescent health and mental health 
services are covered. vSchool-bascd providers, which 
are considered essenrial community providers, should 
not be excluded from electing to contract with plans 
as such. Essential communit)- providers should be 
able to choose whether to affiliate with a plan as a sub- 
contractor or as a fcc-for-seivice provider. In either 
case, plans should not be .dlowed to require plan 



preauthori/^ation as a condition of payment, although 
a requirement that tlie plan receive postscrvice notifi- 
cation of provision of semces in order to assure conti- 
nuity of care is appropriate. The Act should explicitly 
provide that payment for services shall not be withheld 
because the plan otherwise provides the service sought 
by the plan-enrolled adolescent. 

Concerns and recommendation?; regarding 
public financing of adolescent health services 

Even with established linkages between plans and 
community- and school-based health ser\'ices, public 
financing of adolescent health semces would be neces- 
sary to assure their continued viability. Com muni ty- 
and school-based services deliver exactly the kind of 
health care that is critical to promoting health and 
controlling costs, and they are directed at pardculariy 
vulnerable health care consumers who do not always 
comprehend the rules and who might not or, in some 
cases, cannot always be expected to follow traditional 
means of gaining access to care or using sen'ices. 
Moreover, such services should be available to all per- 
sons who need health care, including those who might 
otherwise not be covered by plans due to their immi- 
gration status. Finally, unless plan-provided payments 
are risk- ad jus ted to account for the generally highly 
needy populations servTd by adolescent health care 
providers, public funds must be sufficient to iissure 
that programs can provide comprehensive services to 
those adolescents most in need. 

The Hciilth Security Act goes far in recognizing 
and supporting such services; but much of the funding 
under the Act would be neither steady nor reliable, 
and without maintenance-of-efTort requirements, fed- 
eral funding through a national health care reform bill 
might only replace — or worse, not even replace — 
unds currendy made available at the state and local 
levels.'" 
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Recommendation: The funding for the special access 
and service initiatives In the Health Security Act, 
including school health education and school health 
ser\Mces, should be guaranteed through appropriations 
adequate to develop capacity and support the ongoing 
provision oi ser\-ices. Funding should not be limited 
to services provided to eli^^iblc individuals, and should 
reflect ri^' .djustmcnt factors established by the 
National Health Board to assure that progranis arc not 
discouraged from serving the most disadvantaged ado- 
lescents. Stare niaintenance-of-cflFort requirements 
should apply to all areas covered by the initiatives. 

Endnotes 

1 . Newacheck. RW., and N4cManus, M.A. 
(1988). Health insurance status of adolescents 
in the United States. Pediatrics, 84(4), 699- 
708. 

2. Center for the Future of Children ( 1 992). 
(/..V. Am/r/; aire for children, l.os Altos, C^A: 
Center for the Future of Children, David and 
Lucile Packard Foundation. 

3. No cost sharing can be required for the fol- 
lowing preventive services: 

(1) prevention and diagnosis of dental disease; 

(2) clinical preventive services (between ages 13 
and 19, only three visits arc exenipt from the 
cost sharing obligation (section ) 1 14(e)); and 

(3) clinician visits and "associated services" related 
to prenatal care or one postpartum visit. 

In addition, the 'Mow cost sharing' plan does not 
impose copayments for durable medical equip- 
ment, laboratory services, home health ser\nces, 
and inpatient hospital services (section 1 13")). 

4. It is significant to note that the Health 
Securit)' Act proposes that all subsidies be so- 
called 'capped entitlements," meaning that, 
unlike other entidements such as Medicaid or 
food stamps, a designated amount of funds 
w(>uld be appropriated and no authorit}' 



would exist to grant subsidies to eligible peo- 
ple if the funds proved to be inadequate and 
no further appropriation was made. 

5. While subsidies arc determined with reference 
to the federal povert)' line, the bill provides 
that the normal poverr/ line household size 
dirTerentials would not apply. Under the bill, 
subsidies for single parents with children 
would be evaluated with reference to the 
three-person povert)^ line standard, and subsi- 
dies for two-parem families with children 
would be evaluated with respect to the four- 
person povert)' line standard — in all cases, 
without regard to actual family si/e. 'Fhis cre- 
ates a disadvantage for families with more 
than two children, (section 1902(25)). 

6. Massachusetts Rate Setting Commission, 
1993. 

7. Section 1011 defines "family" to mean an 
individual eligible to participate in a plan, the 
individuals eligible spouse, and the individ- 
uals and spouses eligible children. "Child" is 
defined as an eligible individual who is under 
18 years of age (or under age 24, in the case of 
a full-time student) and a dependent. State 
law is ujvcd to determine wF ;ther a person is a 
child, but the National Health Board is autho- 
rized to establish uniform rules, which, 
according to the bilh shall define a "child" to 
include: 

(1) a step or foster child "living with an adult in a 
regular parent-child relationship;" 

(2) certain disabled adult children ('an unmarr ied 
dependent eligible individual regardless of 
agcwho is incapable of self-support because 
of mental or physical disabiiit)' which existed 
before age 21"); and 

(3) the grandchild of the individual, if the parent 
of the grandchild is under 1 8 and both the 
parent and the grandchild are living with the 
grandparent. 

I'jnancipated niinors and married individuals, 
however, would not be considered children. The 
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bill authorizes the National Health Board to estab- 
lish exceptions and special rules for families in 
which members are not residing in the same area 
and for the treatment of individuals under age 19 
who are not dependents of an eligible individual. 

Note that since AFDC and SSI recipients are con- 
sidered separate families (that is> under the bill, 
AFDC and non-AFDC or SSI and non-SSI mem- 
bers of a household cannot be combined into one 
family)> adolescents in the home who lose AFDC 
eligibility based on their age or other program 
requirement would be required to sign up for a 
plan on their own and to be responsible tor paying 
its premium. 

8. The bill, however, does not bar unfair or inef- 
ficient collection methods (section 1344). 

9. "Full-time'' employment is denned as at least 
120 hours of employment in a month. People 
employed for at least 40 but less than 120 
hours in a month, are part-time employees, 
and their employers premium obligation is 
determined in proportion to their hours 
worked (section 1901(b)(2)). 

10. The subsidies described apply to individuals 
and families enrolled in regional alliance 
plans. Different rules apply to individuals and 
families enrolled through a corporate alliance 
(section 1311 definition of "corporate 
alliance''). For workers with annual income 
below Si 5>000, their corporate employer 
would pay 95 percent of the price of the low- 
est-cost corporate plan or 80 percent of the 
average corporate plan premium, whichever is 
greater; the low income worker would pay the 
remainder (section 6104(a)(2)). 

1 1. "Adjusted income" includes income of all fiim- 
ily menibers and is broadly defined by refer- 
ence to the "adjusted gross income" section of 
the Internal Revenue Code, section 62. It 
includes all wages, student stipends, and cer- 
tain retirement payments. It does not include 
normal trade or business expenses, public 



assistance payments, alimony, and income 
from certain types of retirement accounts. 
Although additional clarity would be helpful, 
it appears that the bill adopts the Internal 
Revenue Code provision whereby social secu- 
rity payments for low to moderate income 
people are not considered income (section 
1372). 

12. The bill further provides that "in no case" 
shall families with incomes below 150 percent 
of the poverty level be required to pay more 
than 3.9 percent of their income toward the 
20 percent family share (section 6104 
(c)(3)(A)(i)), All amounts, including the 
$1,000 threshold amount, are to be adjusted 
based on inflation for years following 1994. 

13. For purposes of determining "wage-adjusted 
income," wages used to com.pute any employ- 
er premiums paid on behalf of the family (i.e., 
for part-time or seasonal employees) and 
income from unemployment insurance bene- 
fits are not considered (section 61 13(d)). 

14. The definition of "family" also has significant 
impact on other matters of importance to 
adolescents, most notably the ability to choose 
another provider because of preference, spe- 
cialty, location, or desire for confidentiality. 
These important matters are not within the 
scope of this paper. 

15. The secretary of health and human services is 
directed to publish standards for the certifica- 
tion of additional categories of health care 
providers and organizations, but these addi- 
tional designations do not appear to be 
intended to respond to unmet and often 
unique needs of particular segments of the 
population (such as adolescents), since they 
require a determination by the secretary "that 
health plans operating in the area served by 
the applicant would not otherwise be able to 
assure adequate access to items and services 
included in the comprehensive benefit pack- 
age..." (section 1583) (emphasis supplied). 
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16. By March 2001, the secrenuy of health and 
human services would make recommenda- 
tions ro Congress about the continuation ot^ 
these essential community provider protec- 
tions. Such recommendations would go into 
effect unless disapproved by a joint resolution 
of Congress within 60 days (section 1432). 

17. There is a state maintenance-of-eitort require- 
ment with respect to mental health and sub- 
stance abuse service initiatives (section 
3502(d)), but there does not appear to be any 
parallel requirement with respect to the other 
initiatives, including the school health educa- 
tion and services initiati^ -es. 
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Adolescents are uninsured and undcrinsured at a high- 
er rare than many other age groups; the benefits avail- 
able under most private health insurance plans and 
public health care financing programs are not ade- 
quate to meet their needs; and the health care deliver)' 
system, overall, is not designed for adolescents. 1 hese 
problems arc even greater for certain special popula- 
tion groups oF adolescents, whose needs vary from 
those oFche general adolescent population. 

These special groups include adolescents who are 
poor; members of racial and ethnic minority groups; 
those who are living apart from their families, such as 
runaway and homeless vouth, adolescents in foster 
care, and incarcerated youth; undocumented adoles- 
cents; pregnant and parenting adolescents; ga)' and 
lesbian youth; and adolescents with chronic illnesses 
and disabilities. Each group has special needs in 
relation to the health care system. 

Poon In 1988, more than 8 million adolescents U)-to 
IH'Vears-old were living in poor or near-poor f-amilies 
with incomes under ISO percent of the poverty level.' 
The poverty status of adolescents has significance for 
both their health status and the likelihood that they 
have adequate insurance or any insurance at all. Poor 
adolescents are more likely to have a serious chronic 
illness or condition: In 1988, adolescents whose fami- 
ly incomes were under Si 0,000 were more than twice 
as likely as those whose family incomes were $35,000 
or above to he limited in a major activity as a result of 
a chronic condition. * They are also more likely to be 
uninsured and undcrinsured. Poor, near-poor, and 
minority adolescents are at the greatest risk among 
those in their age group for lack of health insurance 
coverage.* 

Minority, I'he proportion of adolescents in the United 
States who are living in poor or near-poor families 
varies by race and ethnicit)'.^ As is povert)', racial and 
ethnic minorit)' status is strongly associated both with 
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lack of adequate insurance coverage and with adverse 
health status.* For example, black and I^nno 
adolescents are disproportionately represented among 
adolescent AIIXS cases, and Native American adoles- 
cents are ar high risk for a number of health problems, 
including suicide, alcohol abuse, mental health prob- 
lems, and pregnancy.' 

Living apart fivm families. Estimates of the number 
of runaway and street youth vat}- from less than 1 mil- 
lion to more than 2 million.*' In 1985, an estimated 
1 20,000 adolescents were in foster care.'' And in 
1987, there were about 700,000 adolescents confined 
in public or private juvenile justice facilities, including 
a disproportionate number of black males.' Because 
these young people experience certain health problems 
more frequently than other adolescents, they have 
more intense needs for certain health services such as, 
for example, mental heahh ser\'ices and substance 
abuse treatment. 

Pregrtant and parentifig. Apprc;ximately 1 million 
adolescents become pregnant each year; about half of 
these young women have abortions and about half 
give birth. In 1988, about 65 percent of adolescents 
who ga\'e birth in the U.S. were unmarried." Many of 
these young women and girls are not living in a sup- 
portive family environment and may, therefore, have 
difficulty establishing access to both the health care 
thev need and the insurance coverage (public or 
private) to pay for it. 

Gay and ks^wi. Accurate estimates are not readiK' 
available of the numbers of adolescents who are gay, 
lesbian, or bisexual or who engage in sexual behaviors 
with members of the same sex. Large scale popula- 
tion-based epidemiologic research on sexual behaviors 
of all age groups has been limited, and special prob- 
lems of consent arise in doing research on the sexual 
behaviors of adolescents who are minors. Nevertheless, 
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anecdotal evidence based on the experience oF those 
who work with adolescents, as well as data resulting 
From the HIV epidemic, suggest that a significant 
number of young people engage in same sex sexual 
behaviors."" Those adolescents who specifically identify 
themselves as gay or lesbian experience severe prob- 
lems of discrimination and ostracism, which con- 
tribute to or compound the other health problems 
they experience. 

Chro7iically ill and disabled. An estimated 5 to 1 0 
percent of adolescents experience a serious chronic 
health condition that .severely limits their activity; and 
approximately ^ percent are limited in a major activit)' 
such as school attendance as a result of such a condi- 
tion. These conditions include leukemia, severe asth- 
ma, cy.stic fibrosis, traumatic brain injury, cerebral 
palsy, diabetes, hearing or visual impairment, sickle 
cell disease, and mental retardation.* Significant num- 
bers of adolescents also suHer from serious mental 
illness. 

What Do Adolescents Need from 
Health Care Reform? 

Any health care system that is to meet the needs of 
most special populaiion groups of adolescents must 
contain certain key elements, including: 

• universal coverage; 

• simple enrollment procedures; 

• independent access; 

• comprehensive benefits; 

• affordable services; 

• portable coverage; 

• accessible, age-appropriate sites; and 

• access to specialists with expertise in and 
sensitivity to adolescents' special needs. 



These elements are important in meeting the 
needs of all adolescents and of children generally." The 
unique social circumstances and psychological and 
physical needs of special populations of adolescents, 
however, make these elements even more critical to 
ensuring the accessibility of health care for these 
youth, \\\ particular, many of these young people arc 
separated entirely from their families or are unable to 
depend on them for the adult support they need to 
eain access to health care.'" " Moreover, several of the 
special population groups, particularly those with 
chronic illnesses and disabilities, need more extensive 
and intense health care services than do other adoles- 
cents. However, these youth also share many of the 
same characteristics of other adolescents, and there- 
fore, require access \n services from health care profes- 
sionals and at sites with adolescent-specific expertise. 
Because the existing health care system has fallen far 
short of meeting the needs of special populations of 
adolescents in critical respects, a successfi I health care 
reform plan will need to change signiflcandy the way 
the health care financing and service deliveiy systems 
operate with respect to adolescents. 

How Would the Mitchell/Gephardt 
(Clinton) Plan Affect these Special 
Populations? 

*l'he Health Security Act, as introduced in Congress 
on November 22, 1993, embodies President Clinton's 
proposal for health care reform.'* it would significant- 
ly change and improve the way the health care system 
now meets the needs of all Americans, including chil- 
dren and adolescents. Most notably, with few excep- 
tions, all individuals would be covered and would be 
entitled to a uniform set of benefits. Although the 
Health Security Act contains a number of advanta- 
geous provisions, it would need to be modified to fully 
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meet tlic needs oFspecial popiihuions of adolescents; 
for example, one urea of concern is the potential 
impact of* the Health Security Act on adolescents in 
Foster care.'* 

Universal coverage. The Health Securit)' Act would 
provide universal coverage, with at least one major 
exception: undocumented inmiigranrs would noc be 
covered." I his would, of course, have a particularly 
severe impact on certain minoriiy groups such as 
undocumented Luino adolescents. These young peo- 
ple would continue to be eligible for emergency ser- 
vices di rough .Medicaid'' and would be able to recei\'e 
other scr\*ices through a variet)' of public health pro- 
grams and community health centers, to the extent 
that the funding and infrastructure to provide services 
in this way coniin' ; to exist. Cxwerage of one addi- 
tional group of adolescents is somewha. ambiguous in 
the Acr: Adolescents who are in the juvenile justice 
s\'stem ihcoreiically would be covered, because pris- 
oners (who are excluded f rom coverage) are defmed as 
individuals who are incarcerated following conviction 
as adults.'" Nevertheless the Act also specifies that 
health plans are not required to provide any reim- 
bursement to detention facilities for ser\'ices per- 
formed in the facility' 

Simple enrollment procedures. Under the Health 
Secin'itv Act, "enrollment" would involve a varier}' of 
procedures and a number of separate steps. I'or exam- 
ple, in addition to enrolling in a health plan through a 
regional or corporate alliance, an individual or family 
would have to establish eligibility for premium subsi- 
dies and for entitlement to reduced copayments *" 
Adolescents with a chronic illness or disabilir)' would 
have to apply separately for services imder the new 
home- and commimit)'-bascd long-term care program, 
which would be administered by die states; and l<^w- 
income adolescents who were AFDC^ or SSI recipients 
or who met Hnancial criteria would have to apply sep- 



arately for continued Medicaid coverage or coverage of 
expanded benefits through a new federal program for 
low- income children with special needs.-' 

Independent access. The enrollment procedures and 
process for establishing eligibility^ for a range of bene- 
fits would be particularly problematic for adolescents 
who need access to health care independent from their 
families, cither because their parents are unwilling or 
unable to assist them in obtaining health care or 
because they themselves arc unwilling to involve dieir 
parents. Some, such as homeless and runaway youth, 
or gay and lesbian adolescents, might simply g(^ with- 
out health care entirely, unless diey are able to obtain 
it independcndy. Others, such as those in foster care, 
also might need independent access, if dieir state care- 
takers do not enroll diem in an appropriate plan or 
otherwise provide for their care. 

Although the Health Security Act provides thai 
each "eligible individual" is to receive a health security 
card, it specifies no procedures for adolescents to 
receive their cards separate from their families. '* l"he 
enrollment procedures contained in die Health 
Security Act assume that children and adolescents will 
be living with their parents. All members of a family 
are expected to enroll, through a regional or corporate 
health alliance, in the same health plan.'' Some ado- 
lescents who live apart from their families might not 
be enrolled in a plan at all or might be imable to 
access ser\'ices from the plan in which they are 
enrolled. For example, adolescents enrolled in a plan 
could only have independent access to services if ihe\' 
were able to make copayments or meet coinsurance 
requirements themselves.'" 

Even if they were permitted to do so, however, 
most adolescents would be unable to enroll in a plan 
separate from their faniilies unless they could establish 
eligibilit}^ for premiimi subsidies (or for condnued 
Medicaid status, in which case their premiums would 
be paid by the state) based on their own income. It 
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adolescents were not enrolled in a plan, they would 
not be barred from seeking health care ser\'iccs, but 
dieir doing so would trigger procedures through a 
health alliance to determine their enrollment status 
and to ensure their enrollment.-' Those procedures 
almost inevitably would lead to the involvement of 
their families. 

Comprehensive benefits. T he Mealth Securit)' Act 
would provide tor a "comprehensive" benefits package 
for all eligible individuals, which is one of the major 
advantages of the Administration's plan.-'' Certain 
benefits, however, are subject to significant limitations, 
which would fall heavily on some groups of adoles- 
cents. For example, limits on outpatient mental 
health sen-ices would be especially troublesome tor 
many of the special population groups, and rhc limits 
on outpatient rehabilitation services would adversely 
affect many adolescents with chronic illnesses or dis- 
abilities.'" 

Coverage for only three clinical preventi\'e visits 
for 13- to 19-year-olds is also a significant limitation." 
This is not fn ouent enough for adolescents at high 
risk for a variety of serious health problems, as many 
of the special populations are Annual Pap smears are 
covered for females who are of childbearing age and 
who are at risk for cancer, and screening for chlamydia 
and gonorrhea also is provided for females who are of 
childbearing age and at risk for ferri I it}'- related infec- 
tions, but no comparable coverage is provided for 
males. 

Moreover, services for pregnant women are not 
defined and, unless abortion services are covered, the 
half-million pregnant adolescents who choose to ter- 
minate their pregnancies each year will be adversely 
affected.*' In addition, the absence of coverage for 
case management, except for substance abuse and 
mental health sen-ices, may be particularly worrisome 
for special [)opulations of adolescents, who have 
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complex needs and require a range of diverse health 
care and related services. 

Some adolescents w-ould be able to qualif)' for 
expanded benefits based on certain eligibilit}- require- 
ments. For example, home- and communit}--based 
services might be available through a new long-term 
care program.'* However, the eligibility criteria would 
restrict those sen-ices to a very small number of the 
most severely disabled youth, and stares would ha\x* 
virtuaJly complete discretion to determine which ser- 
vices to offer.'" Expanded benefits (beyond the 
"comprehensive" benefit package) would be phased in 
for AFDC and SSI recipients and for adolescents liv- 
ing below the poverty level through cither a continua- 
tion of Medicaid or a new federal program. '~ '"^ 
However, not all adolescents in the special population 
groups would meet these criteria, even though their 
need for the expanded services might be compelling. 

Affordable services. The affordability of sen-ices for 
adolescents under the Health Security Act would 
depend on severed factors: the premium cost for cov- 
erage through a health plan; the copayments and coin- 
surance costs associated with specific services available 
through the "comprehensive" benefits package or oth- 
er means; the availabilit}' of subsidies for or reductions 
in these costs for adolescents who are living at or near 
the poverty level; and the availability of expanded ser- 
vices with little or no cost sharing.'" '-^ 

Fhe Act would provide discounts on premiums 
for AFDC and SSI recipients and for other very low 
income individuals or families." Reduced copayments 
would be available in the low-cost plans, but only for 
AFDC and SSI recipients and individuals or families 
with incomes below 150 percent of the povert}' level." 
The affordahilit}' of sen'ices would vary depending on 
which plan an adolescent was enrolled in, but even the 
copayments in the low-cost plan — e.g., SlO for an 
office \ \it, S25 for a psychotherapy visit — would not 
be affordable for adolescents who need independent 
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access or who are From low-income families but who 
do not qualify for reduced copaymcnts.'' 

While there is no charge for clinical preventive ser- 
vices> the thice clinician visits covered as preventive 
services for 13- to 19-year-olds arc insufficient in 
number for adolescents who need frequent monitoring 
of dieir health status and who are unable to pay for 
cost sbaring/^^ PVen for adolescents who are eligible 
for broader services under Medicaid or a new federal 
program, copaymcrus and coinsurance would apply 
for sen-ices in the comprehensive benefits package, 
thus creating an affordability problem for the basic ser- 
vicer.." Since many adolescents who are members of 
special population groups either need ser\'iccs on an 
independent basis or are from low-income families, 
and also have extensive health needs, the affordabilit)' 
of services is a significant issue. Even for youth who 
are in the custody of the state, such as adolescents in 
foster care, the affordabilit)' issue is significant because 
it is unclear who is responsible for payment in such 
cases. 

Portable coverage. Under the Health Security Act, 
coverage is portable, in that it cannot be canceled or 
denied when an individual or family moves to a new^ 
job or another geographical area. However, the system 
assumes that people will not move frequently Only 
after three months in a new location would enroll- 
ment in a new plan be available.'" In the interim, only 
urgent services could be obtained, unless the person is 
enrolled in a fee-for- service plan or pays for services 
out of pocket.'' This is particularly unrealistic for ado- 
lescents living apart from their families, cither as run- 
aways and homeless youth or in foster care, although 
the National Health Board would be authorized to 
make rules concerning children and adolescents who 
are not residing with their parents.'- 

Accessible, age-appropriate sites. Accessible, age-appro- 
priate sites in some cases might include the regular 



health plans available through the health alliances, but 
m«any youth in special populations will require care 
from other providers and at other sites. The extent to 
which health plans subcontract with "adolescent- 
friendly" providers could be critically important. 
Health plans generally are required to contract with 
"essential coTimunity providers," which would include 
many, but not all, providers who specialize in serving 
adolescents.'' It is also possible that some providers 
who focus on adolescents could receive assistance from 
alliances to form plans in underser\'ed areas.'" 
Without these alternatives, however, many adolescents, 
and particularly those in special population groups, 
might not have access to sen'ices in age-appropriate 
and welcoming sites. 

Access to specialists. Access to specialists could be a 
criticiil issue for these population groups. For youth 
with chronic illnesses and disabilities access to out-of- 
plan providers would be available, but only for those 
adolescents who are able and willing to pay the high 
coinsurance rates that apply in combination plans or 
fee-for-ser\'ice plans or to pay an additional premium 
to cover out-of-plan ser\'ices if enrolled in a low-cost 
plan such as a closed-panel HMO.'" '" No subsidies 
arc avLiilable for this or for the higher cost of enroll- 
ment in fee-for-semce plans. Certain expertise is 
scarce enough (e.g., experience in working with gay 
and lesbian youth or treating rare diseases) that it will 
be unavailable in many plans. 

How Would Other Health Care 
Reform P.»-oposals Affect these Special 
Populations? 

Many analysts and obser\ers have concluded that the 
only health care reform plan othei than the 
Administration's plan that would offer significant 
benefits for children and adolescents is the 
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.VlcDcrmorr/NXcllstonc/donycrs plan,' This singlc- 
pjiycr plan would provide for universal coverage of 
prexentive, acute, and chronic care for all children and 
adolescents. It would eliminate most financial harriers 
to care and would allow individuals and families, 
regardless of income or employment status, full choice 
among providers. For special populations of adoles- 
cents, this approach would have a numher of advan- 
tages and would eliminate many of the complexities of 
odier pians- 

None c)l the other five leading health care reform 
proposals — C i ra m m / Arm cy, Fho mas/ ( ^hafee, 
C^ooper/Breaux, Michel/lx)tt, or Stearns/Nickles — 
comes as close to meeting the needs of special 
[)opulations of adolescents as either the 
Administration's Health Securirv' Act or the 
McDermott/Wcllstone/Clonvers hill/'"' Simiiflcant 
limitations in these proposals include the ahsence of a 
miarantee that all adolescents would have cowraiic 
without placing heavy financial burdens on their fami- 
lies, and limiting coverage to "catastrophic" coverage 
which would take effect only after a S3,()()0 deductible 
has been met. Other limitations include the absence 
of coverage for preventive care for children and adoles- 
cents and prenatal care for all women, including ado- 
lescents, and the absence of a guarantee of 
comprehensive benefits including mental health, den- 
tal services, and prescription drugs. 

Recommendations 

The Health Security Act contains numerous provisions 
that would great!)' benefit adolescents in general and 
special populations of adolescents in particular. The 
otiicr leading proposals, with the possible exception of 
the McDermott/Welistone/C^onyers proposal, are seri- 
ously deficient iti their ability to meet the needs of 
tiiese groups. Nevertheless, whatever version of a 



national health care reform [)lan ultimately is adopted, 
certain issues must be addressed in order to assure tiiat 
the needs of special populations of adolescents are 
met. The following recommendations address those 
issues: 

Recommendation 1: Design application and enroll- 
ment procedures to enable adolescents living apart 
from their families to establish their en ti dement to 
coverage separately and to qualif}' for subsidies and 
reduced cost sharing. 

Recommendation 2: Structinc subsidies and cost 
sharing to ensure that special populations of adoles- 
cents can obtain health care, including care by appro- 
priate specialists, without incurring costs that are so 
high that they deter adolescents from using essential 
services. 

Recommendation 3: Provide critically important ser- 
vices, such as clinical preventive services, reproductive 
health services, mental health sei*\'ices, rehabilitative 
services, and case management sen' ices, in an amount 
and at a cost .ippropriate to meet the needs of special 
populations of adolescents. 

Recommendation 4: Hnsure tiiat essential services 
that are not included in a universally available giuiran- 
teed benefits package are available to special popula- 
tions of adolescents through cither continued 
Medicaid coverage or an expanded benefits package 
which, at minimum, is available to low-income chil- 
dren and adolescents with special needs. 

Recommendation 5: Provide sufficient fimding and 
other logistical support to ensure that the health care 
providers and delivery sites most experienced in pro- 
viding services to special populations of adolescents are 
able to continue doing so and that new sites are devel- 
oped as needed. 
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Critical Issues in Adolescent 
Health Training 

Inadequately trained and distributed 
workforce 

The most critical need in the area of adolescent health 
training is ro ensure that sufficient numbers of health 
care professionals are trained and available to meet the 
health care needs of adolescents. Unfortunately, this is 
not the case today, as we enter the era of health care 
reform. Currently, most adolescents are cared for by 
professionals with litde or no specific training in ado- 
lescent health. And among those with training, there 
is a maldistribution problem, with adolescent medi- 
cine divisions or training programs located mostly 
within large academic health centers, and a smattering 
of school-based or school-linked serxMccs and individ- 
ual practitioners dispersed throughout the count^\^ 
without specific consideration or planning regarding 
regional needs. 

Mismatch between location of adolescent 
training programs and actual care providers 

Currently, more than 75 percent of adolescents are 
cared for by family practirioners, whereas pediatricians 
account for only 5 percent of adolescent visits to 
physicians. Yet, few programs in family medicine or 
internal medicine specifically address the special needs 
of youth, and even fewer programs systematically 
expose their trainees to young people in ways that 
highlight the special developmental aspects of caring 
for them, hi fact, most training programs in adoles- 
cent medicine reside in departments of pediatrics, 
quite separate from the arena in which the bulk of 
ultimate adolescent health care providers are trained. 



Trends in adolescent medicine toward subspe- 
cialty certification and identity 

For the past decade, there has been a concerted effort 
by some in the health care field to have adolescent 
medicine considered a subspecialty. That effort has 
resulted in the creation of a subspecialty board certifi- 
cation process within the American Boards of 
Pediatrics and huernal Medicine, and the opportunity 
for an added certificate of qualification within the 
Family Practice Board. This trend is out of synch with 
the current push away from subspecialty care toward 
primary care that is a basic tenet of all health care 
reform proposals. Subspecialty training requires addi- 
tional years of postgraduate work with no clear market 
for these highly trained physicians in a reformed 
health care system, except perhaps as trainers, rather 
than practitioners. 

Inadequate numbers and training of 
nonphysician providers to care for adolescents 
in community-based health agencies 

Currently, a critical shortage exists of nurses, nurse 
practitioners and other advanced practice nurses, 
physician assistants, social workers, psychologists, 
nutritionists, and other health care professionals profi-. 
cient in caring for adolescents. Yet, within the profes- 
sional schools, adolescent-specific modules or rotations 
are nearly nonexistent. The Maternal and Child 
Health Bureau does fund seven interdisciplinar)' ado- 
lescent health training programs that produce appro- 
priately trained professionals, but in insufficient 
numbers to address current needs, let alone future 
needs. 



ERIC 



67 61 



Lack of either current estimates or projections 
of workforce needs to adequately care for 
adolescents 

Surveys of current use patterns ol- adolescents exist, 
but no estimates or [)rojections haw been calculated of 
actual needs to adequately care for adolescents now or 
in the future. Such projections haw been calculated 
tor primar)' care practitioners in general, and tor pedi- 
atricians, general internists, and himily practitioners 
specifically, but not for providers for adolescents as an 
age-specific cohort. Without these data it is impossi- 
ble to make a case tor resources to increase adolescent 
health training efforts under health care reform. 

Health care reform plans and the need for an 
appropriately trained workforce 

The Health Securit)' Act (S H'^S, S rS"', S 17"^9, 
and HR 3600) contains specific provisions that 
address the current imbalance of primary care 
providers versus subspecialists by calling tor a 
redistribution of graduating residents. Ho\ve\'er, given 
current residency choices, this ratio could not be 
achieved until 2020 at the earliest, and more likely 
toward the middle of the next cenauy. lo achieve this 
shift assumes rapid retooling of academic health cen- 
ters, including changing medical school curricula; 
sliifting postgraduate training sites away from inpa- 
tient, tertiary care settings to outpatient and commu- 
niiy-based settings; influencing the choices, as wt^ll as 
number and location, of residenc;/ training slots; and 
altering the skills and abilities of the trainers of this 
new group of primary care trainees. 

Adolescent medicine practitioners are specitlcally 
mentioned as a primary care discipline (along with 
geriatrics and preventive medicine) in the Senate 
b'inanee Committee proposal. i\ge-specific compo- 
nents of care appear in the description or pre\'entive 
health visits and in new initiatives regarding school 



related health services. Certainl)', a case couid be 
made for including adolescent medicine as pait of the 
ba>'ic training of primaiy care providers, using the gen- 
end ists criteria put forth in Marc Rivos recent JAMA 
review.' OF note is that the American College of 
Obstetricians ancl Gynecologists and others were suc- 
cessful in expanding the original list of primar)' care 
providers of pediatricians, general internists, and fami- 
ly practitioners to also include those obstetriCvs/g)^ne- 
cology practitioners providing primary care to women. 

Specific incentives exist in several reform proposals 
to increase the workfc^rce to include adx'anced practice 
nurses and other nonphysician providers, [xirticularly 
those who could provide priman' care. However, 
there is no indication that die specific needs of adoles- 
cents are recogni/.ed, nor that the\' are even considered 
as a group basic or important enough to include in die 
training of these pro\'idcrs. 

A new category of pro\'ider defined in the Health 
Securit\' Act, the 'essential com muni ry provider," 
could he relevant to all adolescent health practitioners, 
regardless of discipline or training. This category 
would receive special dispensations from regional 
health alliances and accoiuuable health plans because 
providers would senv unique populations, including 
the traditionally uiidersen'ed or so called '1iard-to- 
reach" populations. A case could be made that 
providers caring for homeless youth or school 
dropouts or other young people not living with fami- 
lies fall into this categor)'. 

The major fuianciiig mechanism for health care 
reform is the estahlisliment of a health care premium. 
The sets of incentives for enrolling adolescents in care 
could assist those who care for adolescents because 
nonpaving or low-j-jaying individuals theorcncally 
could provide their accountable health plans with pre- 
miums that are currently being covered under uncom- 
pensated care. Some accountable health plans might 
be particularly interested in enrolling adolescents, since 
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tlicy might view this age group as a relatively healthy 
population requiring lew services. However, the link 
betvv'ecn these plans and training centers regarding 
adolescents is not specified, except where school-relat- 
ed services are described and special provision for 
funding demonstration projects is mentioned. Also, 
the way in which payments for Medicaid recipients are 
blended into payments by health alliances might affect 
the desire of accountable health pLnis to enroll adoles- 
cents, and thereby affect training of adolescent heakh 
care providers. 

Under die current version of die Health Sccuriry 
Act- all youth housed in court-related facilities proba- 
blv would ccMitinue to fall under die categoiy of 
prison health services, which would not be incorporat- 
ed into the new systeir,, but would remain both sepa- 
rate and separately funded. I'his is particularly 
problematic for incarcerated )'outh, who frequcnth' are 
housed in adult facilities or in youth centers or odier 
facilities whose health seivices are even less adequate 
than those provided for adult prisoners. Cjiven the 
odier bills io (Congress related to youth violence, it is 
likelv that in the future more young people will be 
incarcerated and kept in prisons for longer periods of 
time, thereby exacerbating the problem. 

The fate of adolescent health training programs 
probably will be closely linked to the fate of academic 
health centers. Although specific provisions exist for 
funding centers of excellence and centers of primar\' 
care training, the voice representing the needs of ado- 
lescent health care providers in most of the centers is 
neither strong nor prominent. As academic health 
centers struggle to survive the difficult tiansition peri- 
od ahead, they undoubtedly will be concerned with 
three key elements: (1) their ability U) be part of inte- 
grated care nct\v(uks; (2) their abilir>' to generate rev- 
enue thi-ough patient care; and (3) their ability to 
increase the nimibcr of primary care providers tramed. 
It is not clear that academic adolescent medicine cen- 



ters have yet effectively stated, or will be able to quick- 
ly and clearly state, their case for how diey will con- 
tribute to these critical elements of conceiii to 
academic health centers. 

Key Recommendations for 
Adolescent Health Training 

• Estimate the number, r)'pe (e.g., physician, nurse, 
physician assistant, social worker, psychologist and 
other mental health professional, nutritionist, etc.), 
and distribution of adolescent heahh care providers 
needed currently and projected for the next 50 
years, based on demographic changes expected and 
the tar2;et of a 55/45 ratio of primary' care providers 
to subspecialists. 

♦ k'srablish the case for adolescent health care as a pn- 
niaiy care component of all disciplines (e.g., pedi- 
atrics, general internal medicine, family practice, 
nursing, etc.). To do this, reconsider the current 
trend toward certification and board subspcciali/a- 
tion and consider, in this era of health care reform, 
taking active steps toward reversing that trend, par- 
ticularly in the interim period of the next decade 
given the current severe shortage of primaiy care 
practitioners. 

• (Consider ways in which training of primar)' care 
practitioners can occur in outpatient and communi- 
t\'-based settings for adolescents. Build a case for 
the benefits of academic health centers improving 
their integrated networks by affiliating with sites 
that care for adolescents, (x)nsider essennal com- 
nuuiiry providers and school-related services as sites 
for training. 
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• Design and distribute a model adolescent health 
curr.C: 'win tor undergraduate and postgraduate 
trainees for all relevant disciplines to be incorporat- 
ed in.^. . xpanded primar\' care training sites around 
the country. Consider ways to integrate the cur- 
riculum into sites that currently do not have adoles- 
cent health training programs. Work with agencies 
now setting workforce priorities (e.g., American 
Association of Medical Colleges, Health Resources 
and Services Administration) to ensure that adoles- 
cent health training components are included. 

• larger specific members and committees in 
Congress for action steps to be taken while propos- 
als for health care reform are being considered and 
rewritten. Examples in the Senate might include 
the Labor and Human Resources Committee, the 
Finance C>ommittee, and individual senators who 
have a track record in legislation reg^^rding issues 
such as underser\'cd populations, children and 
youth, academic health centers, and the prevention 
of yourh violence and substance use. 
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Introduction 

F'or narionaJ health care reform to fulfill its promise of 
improving the health of all Americans at an affordable 
cost, it is likely that far more will be necessary than the 
mere establishment of new financing mechanisms for 
medical treatment. An important partner in achieving 
this goal is a sttong, population-based public health 
system of health promotion and disease prevention. 
Compelling evidence exists that population-based pro- 
grams and strategies — such as those aimed at decreas- 
ing the incidence of infectious diseases through 
immunizations; improving sanitation; and through 
educational efforts, reducing tobacco use, increasing 
the use of automobile safety restraints, and improving 
blood pressure control — have contributed dramatically 
to improving the health status and life expectancy of 
Americans. The importance of a population-based 
approach is illustrated by a 1993 Public Health Service 
study which found that of all deaths among Americans 
in 1990, nearly half vv'erc due to causes that were 
behavioral in nature and substantially outside the 
purview of the medical system.' Currently, the public 
health system plays a key role in the assessment of 
needs, prevention and treatment of disease and injury, 
development and support of new programs, and in the 
provision of health sen'ices to populations who tradi- 
tionally have had problems in accessing care. Public 
health programs respond to the unique needs of ado- 
lescents by providing special outreach, counseling, 
education and support services that often contribute 
to their receiving the type of care they need. 
Increasingly the public health system assures service 
equity for special populations and access to important 
public health and safety services by providing health 
care directly. 

Of all the proposed he;ilth care reform bills under 
consideration, the Administration's Health Securit)' 
Act has delineated most clearly a comprehensive, rein- 



vented public health system which would encompass a 
wide variety of activities to supplement, reinforce, and 
enhance health care reform strategies. The plan recog- 
nizes that mere fiscal reform of the medical care deliv- 
ery system will not be sufficient to improve the overall 
health of Americans. Even if reform substantially 
improves access to care, the need for special public 
health programs will continue. Even if a system is in 
place to generate payment, many Americans, includ- 
ing adolescents, will likely need assistance from special 
outreach and service linkage efforts. That some of 
today's most pressing health problems are social in 
nature further defines the boundaries of what financial 
reform alone can do to solve the health challenges of 
those Americans most in need. In the past, financial 
and other barriers often prevented those in greatest 
need of services from access to care. These popula- 
tions need additional efforts at outreach, increasing 
public awareness, and tailoring service delivery to the 
unique nature of different cultural groups. Such 
efforts would be best provided through population- 
based strategies and programs. 

The Administration's health care reform package 
proposes major shifts in the focus of public health pro- 
fessionals, placing greater emphasis on their role in 
protecting Americans against preventable diseases; 
informing and educating consumers and health care 
providers about their roles in health promotion and 
the prevention and control of disease and the appro- 
priate use of medical ser\'ices; and defining and vali- 
dating new disease prevention and control 
interventions. The Health Security Act also includes a 
major commitment to a public health system designed 
to assess and monitor population-based needs, stimu- 
late and support school and communit)' health pro- 
motion efforts through the funding of K-1 2 
comprehensive .school health education programs, 
develop policies to protect and promote the health of 
die population, and assure quality and access for all 
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populations. Huough these significant changes in 
the role of the pubhc health system, the proposed 
liealth reForm agenda may coniribute significantly to 
improving the healdi of adolescents, particularly if the 
implementation strategies adopted respond to the 
unique needs of this population. 

This paper outlines some of the problems adoles- 
cents face in dealing with die current system of health 
care, reviews the public health strategies proposed in 
the Health Securir\* Act and their potential implica- 
tions for adolescent health, and offers specific recom- 
mendations to consider in the health care reform 
debate. Whatever health care reform program is 
passed, it is imperative that a strong role for public 
health be incc^rporated. 



Health Service Delivery Needs 
of Adolescents 

The existing system of care focuses primarily on ill- 
ness, rather than on health promotion and disease and 
injury prevention. This perspective is particularly 
problematic for adolescents who may engage in risk- 
taking behaviors, which often result in socially-caused 
morbidity and mortality. 

There is a significant mismatch between adoles- 
cent health needs and the existing health care delivery 
svstem. The existing system of care lacks a consistent 
and coordinated approach to the problems of adoles- 
cents; wh:U health services do exist often are fragment- 
ed and oriented toward health "problems," rather than 
toward health promotion and disease prevention. 
Financial barriers to care are not insignificant; slightly 
more dian l'^ percent of adolescents lack either public 
or private health insurance coverage, Rvcn when ado- 
lescents have insurance available, treatment oriented 
services rather than preventive services dominate, 
(xn'erage restrictions and reimbursement schedules 



add to the problem, assuring that relativel)' few adoles- 
cents receive preventive services, particularly in the 
areas of mental health, substance use, and reproductive 
services. 

hi die case of adolescenvs, universal insurance ben- 
efits will likelv be insufficient to assure access to care. 
Special public health orienved iniiianves will continue 
to be needed to respond to the needs of special popu- 
lations. Wliile a universal system of health insurance 
would eliminate many of the financial barriers to care 
that adolescents often experience, adolescents still need 
a readily identifiable medical home that not only pro- 
vides primar}' care but can respond to their unique 
variet)' of health and social problems. Currendy, even 
when adolescents are served by the medical care sys- 
tem, few physicians are dealing specifically with die 
problems known to be prevalent in this age group. 
Substance use and abuse, sexually transmitted diseases, 
depression, suicide, sexual and physical abuse, and vio- 
lence are major adolescent health problems, yet they 
are not among die most common diagnoses, prob- 
lems, procedures, or dierapies associated widi office- 
based visits. Adolescents who engage in risk-taking 
behaviors are best served by alternative public-health 
oriented providers, who sponsor the t)'pes of oiu reach, 
education, health promotion, and guided counseling 
services adolescents appear to need. Mcrel\' assuring 
payment is unlikely to result in mainstream providers 
incorporating into dieir practice a more adolescent- 
focused approach to care or in dieir gaining comfort 
in providing the type of screening and referral services 
their adolescent clients need. 

Under health care reform, it also will be important 
to balance adolescents' need for access to care with 
countervailing efforts to cap healdi care costs. One 
important strategy would be a commitment to the 
reduction of expensive secondary and tertiary care 
through an emphasis on the provision of primar\' eare, 
disease and injur\' prevention, and healdi promotion. 

I^iblic health oriented organizations (e.g., healdi 
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departments, communit}' health clinics, migrant 
health clinics, school-based health clinics) have been at 
the Forefront oF creating alternative care deliver)' mod- 
els, hut they have been limited by critical funding 
problems, categorical Funding streams, and issues of 
accessibility and "political will." 

Services for adolescents currently reflect a categori- 
cal and Fragmented approach to care, although the 
consensus increasingly is that adolescents need access 
to a comprehensix'c array of services which respond to 
both the social and the biological aspects of their 
health problems. Even within the public health "sys- 
tem," health services and programs in the areas of sub- 
stance abuse; mental health; reproductive health; 
sexuall)' transmitted diseases, including HIV screening 
and testing; and maternal and child health have devel- 
oped largely in isolation from each other, hitcgratcd 
and comprehensive programs, such as community- 
based health clinics and school-biLsed clinics have had 
a long history of providing free or reduced cost ser- 
vices, without the potential barriers oF copaymcnts and 
deductibles. Such programs also have a long history of 
providing confidential care to adolescents, particularly 
in such sensitive areas as reproductive health, mental 
health, and substance abuse treatment. It will be 
important to assess how health care reform responds 
to these important less(Mis. 1 he challenge also will be 
to make sen ices more readily a\'ailable than they have 
been in the past, when adolescents' exposure to public 
health programs was oFten a matter of chance, social 
class, or area of residence, rather than need. 



The Roie of Public Health in Health 
Care Delivery 

By defaidt, the public health "system" increasingly has 
become a health care deliver}' s\'stem, rather than 
Focusing on its other critical roles of assessment, policy 
development, and assurance. 



Safeguarding this country's public health has been 
the providence oF public health agencies since the early 
days oFthe 2()th centur\', but the health care crisis has 
prevented many agencies from carrying out their man- 
date oF prevention and education. As private heahh 
care costs have increased, more and more people have 
been unable to use the private health care system and 
have sought help Froni the public sector. As a result, 
public health has had to devote Fewer resources to its 
missions of assessing community health needs, devel- 
oping effective policies to meet those needs, and assur- 
ing that conditions contributing to good health, 
including accessible health and social services, prevail 
for all. It is anticipated that with the availability of a 
universal, comprehensive, health care system, the 
majorit)' oF individuals would receive their health care 
from managed care providers, and public health pro- 
fessionals could once again Fulfill their traditional mis- 
sion oF promoting and protecting the nation s health. 
Vulnerable populations such as adolescents, however, 
would continue to need special outreach, counseling, 
education, and health ser\'ices which would be in the 
purview oF public health agencies. Given the current 
training and experience of many public health profes- 
sionals, special training would likely be necessary to 
equip them For their new role expectations. 

Broad public health strategies, including health 
promotion, education, and sur\'eillancc, are needed to 
assure the success oF health care reform. For adoles- 
cents, these strategies may be particularly important to 
prevent or inodif}' those behaviors which put them at 
risk for poor health outcomes. 

Cx)nsensus is growing that the present health care 
system is too restricted and too Fragmented, and that 
Funds are not made available to respond effectively to 
the major health problems oF adolescents. Because 
adolescents often seek care through alternative settings 
in the community, some argue that what's needed are 
alternative systems which emphasize prevention and 
outreach and which are consistent with a public health 
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perspective; school-based clinics are the most frequent- 
ly mentioned option. 

Conventional concepts of medical care, rooted in 
the biological determinants of disease, do litde to 
address adolescents' serious health problems, many of 
which are related to patterns of behavior adopted by 
adolescents in response to their environment. Most 
adolescent morbid ir\^ and mortality is preventable. 
Evaluations of health service programs indicate that 
they can reduce the frequency of many conditions and 
ameliorate the severity of others, even when social fac- 
tors weigh heavily in the genesis of* those conditions. 

Proposed Role of Public Health 
Within the Health Security Act 

Many view health care reform as focusing primarily on 
creating a new system of paying f*or and delivering 
care. However, the Health Security Act would build 
into the new health care system a major shift in 
emphasis toward health promotion and disease and 
injur)' prevention by improving access to preventive 
and primary' care and by making a major commitment 
to public health. Inherent in the plan is the recogni- 
tion that access to insurance alone will not guarantee 
that people will get the health services they need, nor 
that traditional health care delivery emphasis on illness 
will reduce overaJl costs. Health insurance access docs 
not necessarily eliminate discrepancies, such as the lack 
of a doctor or good facilities near home. Nor does it 
address language barriers, lack of social support sys- 
tems, child care or transportation, or fear, any one of 
which could prevent the newly insured from learning 
what services they need and how to get them. Many 
populations of Americans will continue to need special 
health facilities in their communities, particularly for 
transient, migrant, central-city, rural, or school-based 
populations. Turther, while the plan recognizes that 



employer-based insurance would go a long way toward 
helping employees, it also emphasizes that without 
health promotion in the workplace, without safet)' 
training, opportunities for exercise, and a smoke-free 
environment, the cost of health care benefits would 
not iecrease. 

As oudined in the Health Security^ Aci, public 
health activities are a major strategy to compliment 
and leverage other proposed health benefits and to 
reduce the overall cost of health care by improving the 
health of the public. Traditional public health tools — 
data collection and epidemiology, research, outreach, 
and education — will be required. Under the 
Administration's plan, public health would be sub- 
stantially involved in three main Rmctions: assess- 
ment, polic}^ development and planning, and qualit)' 
assurance. This would entail data collection, health 
surveillance, and outcomes monitoring. Public health 
would continue to perform many of its traditional 
roles of protecting the environment, housing, food, 
and water, as well as investigating and controlling dis- 
ease and injury and would play a significant role in the 
provision of public information and education, public 
health training, policy development, and administra- 
tion. However, much of this emphasis anticipates that 
public health's current direct service function, particu- 
larly for vulnerable populations, would be performed 
by health plans. 

Several majo^ components of the Administration's 
heaJdi care plan reflect an underlying commitment to 
public health: either directly, by providing for special 
funds to support health promotion activities, or more 
indirectly, by com.mitting to train health providers for 
rund and inner-city communities, for example. Other 
areas in the plan which support a strong public health 
system include specific public health and prevention 
activities; a special Access Initiative; designation of 
"essential community' providers" to care for under- 
served and special population groups; and funding of 
school-related services. It is envisioned that existing 
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essential communin' providers, including family plan- 
ning clinics, communir)' health centers, and programs 
Funded by Title of the Social Securit)' Act, which 
have a long- standing history^ of responding to the spe- 
cial needs of adolescents, would continue to sei-ve 
them in a number of difFerent sites. 

In the new heahh care system, health plans would 
be responsible for contracting with essential communi- 
ry providers, on either a fee for scr\'ice or capitated sys- 
tem for at least a five year period, with the hopes oi 
integrating many of diese providers or the semces 
thev currently provide into a new "seamless" delivery 
system. However, that underlying assumption will 
need to be tested, given previous care patterns and the 
population-based needs that led to the emergence of 
these alternative delivery systems. A major question 
that will require careful monitoring is how will di\^erse 
populations of adolescents (different ethnic, social, and 
cultural groups )^be ser\'ed b\' m.ainstream providers. 
Will providers respond adequately to the unique cul- 
ture of adolescents? 

The Health Security Act also includes plans for 
major campaigns in the areas of immunizations; ado- 
lescent pregnancy; infant health; infectious disease 
control; violence prevention; and health education and 
promotion to decrease risk-taking behavior, including 
certain sexual behaviors, tobacco use, poor diet and 
use of alcohol and drugs. The plan also calls for 
investing in epidemiologv' and testing of new public 
health strategies, including the application of public 
health research techniques, for example, to evaluate 
violent and abusive behavior. Major components of a 
redefined public health system would be better epi- 
demiological data, crucial in assessing and improving 
health; data collection systems needed to study out- 
comes; and new community-based prevention and 
health promotion programs. 



\n overall tone, the Health Security Act stresses 
that the availabilit)' of universal health insurance will 
significantly change the nature of public health's 
responsibility. Philosophically, the basic principles of 
the administration's proposed plan call for reexamina- 
tion of how personal health sen'ices would be deliv- 
ered and how they would relate to a newly 
reinvigorated public health system. For example, 
instead of actually immunizing children, the restruc- 
tured public health system would work through health 
plans and alliances to set goals and standards, establish 
a supportive data system, develop indicators for per- 
formance monitoring, and develop methods for ser\-- 
ing hard-to-reach populations. The new public health 
system would also be responsible for merging frag- 
mented public health data systems and integrating 
them into a network of personal health care data sys- 
tems. But weaning public health from personal hedth 
ser\'ice delivery in the inner city and rural areas will 
not be easy. An important first step under the Health 
Security Act would be to replenish the supply of prac- 
titioners, practice sites, practice networks, and health 
plans in such underserved areas, while continuing the 
critical role of delivering care through communit)' and 
migrant health centers, family planning clinics, and 
school-based health centers. 

A proposed new grant and loan program would 
unite federally funded providers and other providers in 
these areas, encourage new practice sites to open, and 
improve access to spccialt)' care. Another new grant 
program would supply supplemental sen'ices to isolat- 
ed, culturally and linguistically diverse, hard-to-reach 
people to help make health care more accessible. 
These targeted grants would cover outreach and 
enabling ser\'ices, such as child care, transportation, 
and translation, and would complement public health 
ser\ice programs such .is the Ryan White (>are Act for 
people with HIV, substance abuse and mental health 
clinics, maternal and child health programs, and 
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family planning services. In the case of adolescents, 
transportation may be a particularly important scr\'icc. 

The Health vSecurir\' Act reflects a clear commit- 
ment to prevention in its proposed schocl-related ser- 
vices, which include both the provision of care 
through a network of school-based health centers to be 
built in medically needy areas and a comprehensive 
K-12 program of health prom 'on and education. If 
the health care reform package which is finally adopt- 
ed includes these components, it could have a signifi- 
cant impact on the health status of children and 
adolescents. However, out-of-school youth and other 
youth (who may not li\'e in medicall)' need)' areas) 
would still need comprehensive health care programs. 

Such a major agenda for public health raises a 
number of issues as to the feasibilit)' of providing ade- 
quate resources to support it. Another challenge will 
be how to redirect the existing system of care, with its 
strong commitment to providing secondary* and ter- 
riiir)' care, toward preventive and primary' health care. 



Next Steps 

I he new public health agenda contained in the 
Administration's health care proposal requires skills 
significantly different from those of the existing cadre 
of public health professionals now working in the 
field. Both the levels and t\'pes of skills public health 
professionals would need require a significant invest- 
ment in professional retraining in order to carry out 
the proposed public health agenda. Schools of Public 
Health and other relevant training institutions must be 
adequately supported in efTorts to strengthen their cur- 
ricula to prepare new cohorts of public health profes- 
sionals and to develop in-depth continuing education 
programs to expand the skill base of public health pro- 
fessionals currently working in the field. 

The proposed Health Securirv' Act, however, cur- 
rently does not include provisions for adequate — and 



more importantly, secure — fu'iding for public health 
initiatives, particularly for the special transition-period 
activities that health care reform likely will require. 
National expenditures for population-based programs 
(exclusive of WIC) currendy amount to only about 
0.9 percent of overall health care expenditures (S8.4 
billion out of approximately S900 billion expended 
annually in the U.S. health care system). These funds 
represent about $4.1 billion from states and localities, 
SI. 3 billion from federal grants and contracts to states 
and localities for public health programs, and S3 bil- 
lion from supplemental population-based activities of 
the U.S. Public Health Service. 

Though the Public Health Initiatives were origi- 
nally incorporated into the Health Securit}' Act, dur- 
ing the health care reform debates they are being 
treated separately from the health entitlement plan 
(capped securit}' fund) under debate. This division 
will require separate authorization for any flinds to be 
allocated to the proposed public health activities. 
Cjiven how budget allocations can change, the public 
health budget most likely will have to compete with 
other pressing priorities. 

The public health agenda that has been (uitlined 
in the Health Securit}' Act is visionary. However, an 
anticipated price tag of S20 billion dollars over five 
years for all of the proposed public health activities 
will limit how much of that agenda can be fulfilled. 
Cjiven an overall health care price tag of close to Si 
trillion dollars, such an uneven in\'estment in public 
health likely will limit the realization of many of the 
proposed goals. Priorities will be needed to assure that 
funds are adequately distributed for public health 
activities such as screening, outreach, epidemiology, 
data collection, case management, and health educa- 
tion. 

Before public health agencies can begin the trans- 
formation from direct ser\ice providers to their antici- 
pated new role, adequate assurance is needed that 
mainstream health pro\'iders are capable of and com- 
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mitted lo caring for vulnerable populations, particular- 
ly adolescents. Sen-ices will need to be closely moni- 
tored during the proposed five year transition period 
to assure adequate care is being provided. A major 
investment will be required to develop the n-pes of- 
data collection mechanisms and computer systems 
needed to fulfill the public health functions of data 
collection, surveillance, and outcomes monitoring. 

Finally, as the health care reform debate proceeds, 
the following recommendations deserse consideration: 

• Provide sources of financing for die public health 
infrastructure and core public health functions as 
guaranteed set asides. Funding should be ongoing 
and independent of the annual appropriations 
process. 

♦ Allow school-based health centers to qualif)' as 
"essential communin- providers, " whether or not 
thcv are federall)' funded, ;is long as they meet stan- 
dards of qualit}' adopted by the secreiar)' of- health 
and human ser\-ices. 

♦ Oeate strona mechanisms and incentives to assure 
that mainstream providers (i.e., health plans) con- 
tract with communit\'-bascd providers and school- 
based health centers that serxe adolescents. 

• Ensure that surveillance and monitoring of- health 
services utilization and outcomes specific to adoles- 
cent health are an integral part of any rein\'igorated 
public health system, and that they are explicitly 
linked to any new governance structures (e.g., an 
.illiaiicc of health plans). 
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Several of the major health care reform bills under 
consideration have incorporated strategies aimed at 
increasing access to health education and promotion 
efforts, health screenings, including more frequent 
clinical preventive health visits, and primary health 
care for adolescents. Some plans outline a commit- 
ment to the delivery of preventive clinical services by 
health providers on an annual basis. 

The following provides a rationale for the invest- 
ment in services aimed at the prevention and early 
detection of risk-taking behaviors which have become 
increasinglv prevalent among adolescents and which 
can be modified by appropriate interventions. 

AX'liat is known about providing preventive 
heaJth services? 

• Clinical preventive services have been documented 
to be successful with adults in a wide variet)' of 
areas, including smoking cessation, nutrition, 
weight/loss management, injury prevention, and 
other health behaviors.' * 

• A number of researchers have documented that pre- 
ventive services provided by physicians can have a 
significant impact on behavioral change.^ 

• Prevention programs have also been shown to be 
successful with adolescents in a num.ber of areas 
including tobacco, drug, and alcohol abuse preven- 
tion and adolescent pregnancy prevention.' 



How effective does a physician-based intervention 
need to be? 

• Preventive serv^ices are cost-efifectlve at even low 
rates of effectiveness. If we assume only five percent 
effectiveness in preventing the targeted harmRil 
behavior, the delivery of those services would be 
cost-effective.^ For example, the prevention of one 
case of AJDS infection would save an average of 
S38,300 (hospital and medical-related care per 
patient), which is far more than the costs associated 
with preventing this condition.'* 

What are we currently spending on health problems 
resulting from adolescent risk-taking behaviors? 

Adolescents engage in a number of risk-taking behav- 
iors for which well-documented interventions exist: 

Motor Vehicle and Unintentional Injuries 

• In 1990, costs associated with minor, serious, and 
fatal crash injuries among 10- to 21 -year-old youth 
was Sn.3 billion (or $13,062,800,000 in 1992 
dollars).'"" 

• During 1985, there were 1,825,000 15- to 24-year- 
olds who were injured by falls, 60,000 by firearms, 
137,000 by poisoning, 370,000 by fires and burns, 
2,000 by drowning, and 8,592,000 by other causes, 
for a total estimated cost of $6.2 billion.'- In 1992 
dollars, this would be approximately 
$10,378,800,000." 
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• riicrc arc approximately 3.8 million reported eases 
o[ sexuali} transmitted diseases among adolescents 
ages IS- to l^-ycars-old, including svphilis (16,000 
cases), gonorrhea (410,000 cases), chlamydia (an 
estimated 040,000 cases), pelvic inHammator)' dis- 
ease (Pin) (200,000 cases), genital herpes simplex 
virus (HSV) infection (1,270,000 cases), and 
human papillomavirus (HPV) infecrion (1 million 
cases) among adolescents each year. " Based on esti- 
mated costs of ol-fjce visirs and lahorat(^r}- tests of 
S80 per case, the costs in 1992 dollars would he 
S882,()28,000. 

• Hospital and physician costs for live hirths to moth- 
ers IS- to 19-years-old represent another major 
expenditure. In 1989, the total annual ohstetrical 
costs for adolescents were (82,8T'8 X $"',186) + 
(43^,1 1 1 X S^,334) = S2,481,332J82. ■ The 
cost in 1992 dollars would he S3 J 33,922,:^98.' 

• Hospital costs for treatiiig low iMrth weight infants 
are often the result of delayed or inadequate prena- 
tal care. In 1 989, there were S 1 ■::',989 hirdis to 
women under rhe age of 20 years. Of these, 9 per- 
cent or 46,61 9 were low hirthweight infants.' ' 
Average hospital costs range from Sl 1 ,6'"0 to 
S39,42() per low hirthweight infant.'' Therefore, 
the hospital ccvsts for low hirthweight infants of 
adolescent mothers ranged from 554^ million to 
SI. 8 billion (or an average of SI .P2 billion). The 
cost in 1992 dollars would he approximately Sl.S 
billion.' 

Alcohol tinri Dru^ TrciiDnoit 

• Approximately SKS'S million was spent in 198"^ on 
adolescent alcohol and drug treatment ser\'ices — 
$6"^ million on alcohol treatment and S120 million 
on drug treatmeiu." 1 his includes both inpatient 



and outpatient treatment, although most adoles- 
cents who receive alcohol or drug treatment are seen 
in outpatient settings (88 percent and 6"" percent, 
respectivel)'). In 1992, costs estimates would rise to 
S2'"1,39S,0()0/ 

How much does it cost to provide clinical preventiv^e 
sei^ices? 

• In sum, each year an estimated S33,4 billion is 
spent on select aclolescent morbidities, approximate- 
ly S85S per each of the 39 million youth between 
rhe ages of 11- to 21 -wars of age living in the 
United States. The cost of clinical preventive ser- 

\ ices for adolescents ranges from S57 to SI 30 per 
adolescent per year in a fee-for-ser\'ice system and 
from S72 to SI 72 in a capitated system. An aver- 
age of S73 to SI 20 per adolescent per year, cliniciU 
preventive sen' ices can be an affordable and cost- 
effective service.'' 

N^Tiat evidence exists regarding the cost- benefits of 
providing preventive services to adolescents? 

• Several cost-benefit studies have documented the 
advantages of investing in increasing access to con- 
traceptive ser\'ices for women at risk of an unin- 
tendeci pregnancy. Nationally, for ever\' 
government dollar spent on family planning ser- 
vices, from S2.90 to S6.60 (an average of S4.40) is 
saved as a result of averting short-term expenditures 
on inedical sen ices, welfare, and nutritional 
services. " 

• An estimated 1.2 million to 2.1 million imintended 
pregnancies arc averted every year with the availabil- 
ity of publicly funded reproductive programs.'"' 

• In a separate ('alifornia stucly, estimated savings in 
publicly-funded expcnditiu'cs h)r senices related to 
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unintended pregnancy ranged between S3.66 to 
S8.03, (an average of S5.57) for every dollar spent 
in state and federal dollars on family planning ser- 



vices/ 



• A cost-benefit analysis conducted in San I-rancisco, 
CA showed ratios of Si .38 to S2.()0 saved for every 
dollar expended in school-based clinics, based on 
estimated reductions in use of emergency rooms, 
fewer pregnancies, early prenatal care, and diagnoses 
of chlamydia (a sexually transmitted disease).'- 

AX'liy yearly preventive visits for adolescents 
make sense? 

Adolescon Risk-Takiug Behavior 

Increases in die incidence of health risk behaviors are 

dramatic from year to year during adolescence: 

• Iwenrv-one percent of adolescents smoke rheir first 
cigarette by sixdi grade and an additional 22 per- 
cent by eighth grade.''-* 

• Bv eighth grade, 22 percent (;f adolescents have 
drunk alcohol; by nindi grade, an additional 24 
percent have drunk alcohol; and by tenth grade 
another 19 percent have begun to use alcohol." 

• Serious drinking {getting drunk or very high) is Urst 
experienced in ninth grade by 20 percent of adoles- 
cents, in tenth grade bv another 16 percent, and in 
eleventh grade by an additional 12 percent. " 

• There is an approximately 1 S percent incremental 
increase per vear in the number of adolescents who 
are sexually active. By the age of 19, more than 63 
percent of females and 86 percent of males have 
become sexualU' active. 



Because of the significant annual increases in risk 
behaviors on the parr of adolescents, primar\' preven- 
tion efforts will require yearly contacts if they are to 
take place before behaviors occur. In addition, yearly 
screening efforts are likely to identify' large number of 
adolescents who can benefit from earlv inten-ention. 
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Center for the Future of Children 

[^avid and Lucile Packard Foundation 
300 Second Street, Suire 102 
Los Altos, CA 94022 
(415) 948-3696 

Staft: Dick Behrman, M.D., Managing Director 
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Phyllis Torda 

Family Voices 

Box 769 

Algodones, NM 87001 
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(415)476-8907 

Staff: Thomas S. Inui, Sc.M., M.D., 
Executive Director 
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Washington. DC 20024-2188 
(202) 863-2458, (800) 673-8444 Ext. 2458 
Staff: l.ori Cooper, Executive Director 
Leslie Dunne 
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(415) 854-9400 
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Washington, DC 20418 
(202) 334-2138 

Staff": Kenneth 1. Shine, Executive Director 

Intergovernmental Health Policy Project 

2021 K Street N.W., Suite 800 
Washington, DC 20052 
(202) 872-1445 

Staff: Richard E. Mcrritt, Director 

Joint Center for Political and Economic Studies 
1090 Vermont Avenue N.W., Suite 11 00 
Washington, DC 20005 
(202) 789-3500 

Staff: Ercdcrick Leigh, Executive Vice-President 

March of Dimes Birth Defects Foundation 
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White Plains, NY 10605 
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Staff: Jennifer L. Howse, Ph.D., President 
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1388 Sutter Street, 1 1th Floor 
San Francisco, CA 94109 
(415) 476-3896, (20Z) 686-4797 
Staff: Paul W. Ncwacheck, Dr.PH., Executive 
Director 

Margaret i\4cManus, M.H.S 

Kaiser Commission on the Future of Medicaid 
1450 G Street N.W., Suite 250 
Washington, DC 20005 
(202) 347-5270 

Staff: Diane Rowland, Sc.D., Executive Director 
David Huddle 

National Adolescent Health Information Center 

Division of Adolescent Medicine and 
Institute for Health Polic}' Studies 
Universit)' of California, San Francisco 
400 Parnassus Avenue, Room AC-01 
San Francisco, CA 94143-0374 
(415) 476-2184 

Staff: Charles F. Irwin Jr., M.D., Center Director 
(Claire Brindis, Dr.PH., Executive Director 

National Association of County Health Officials 
440 First Street N.W., Suite 500 
Washini^ton, Dc: 20001 
(202) "^8.V55SO 

Staff: Nancy Rawding, M.PH., Executive Director 
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750 First Street N.E., Suite 700 
Washington, DC 20002 
(202) 408-8600 

Staff: Vivian Jackson, Director 

National Center for Youth Law 
1 14 Sansome Street, Suite 900 
San Francisco, CA 94104-3820 
(415) 543-3307 

Staff: John Francis OToole, Director 
Abigail English 

National Center for Youth w^ith Disabilities 

University of Minnesota 
Box "21 

420 Delaware vStrcet S.E. 
Minneapohs, MN 55455-0392 
(612) 626-2825, (800) 333-6293 
(612) 624-3939 TDD 

Staff: Robert Blum, M.D., Ph.D., Project Director 
Nancy Okinow, M.S.W., Executive Director 

National Coalition of Hispanic Health and Human 
Services Organizations 
1501 16th Street N.W. 
Washington, DC 20036-1401 
(202) 387-5000 

Staff: Jane L. Delgado, Ph.D., President and CEO 
Mary Thorngren 



National Center for Education in Maternal and 
Child Health 

2000 15th Street North, Suite 701 
Arlington. VA 22201-2617 
(■^03) 524-^802 

Staff: Rochellc Mayer, Hd.D., NCI-IMCH Director 
Kristni LanglykJ<e, M.S.N., Hd.M., 
Adolescent Health 



National Conference of State Legislatures 
1 560 Broadway Suite 700 
Denver, CO 80202-5140 
(303) 830-2200 

Staff: William Pound, [executive Director 
Martha King 
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National Governors' Association 
444 North Capitol Street, Suite 267 
Washington. DC 20001-1572 
(202) 624-5300 

Staff: Raymond C. Scheppach, Executive Direcror 
Fracey Orloft 

National Health Law Program 
2639 vSouth La Cienega Boulevard 
Los Angeles, CA 90034 
(310) 204-6016 

Staff: Laurence M. Livin, Executive Director 
Karen Anthony, Administrator 

National Latina Health Organ ization/Organizacion 
Naciona). de la Salud de la Mujer Latina 
P.O. Box 7S67 
Oakland, CA 94601 
(SIO) 534-1362 

Staff: Luz Martinez, Executive Director 

National Leadership Coalition for 

Health Care Reform 

5^5 13th Street West N.W., Suite 490 

Washington, DC: 20004 

(202) 63*7-6830 

Stifff: Margaret M. Rhoades, Executive Director 

National School Health Education Coalition 
1001 (; Street N.W., Suite 400 East 
W^ishington, DC; 20001 
(202) 63S-3556 

Staff: Patrick B. CxK)per, Ed. I)., rAcciuive Director 

National Women's l^w Cxnter 
1616 P Street N.W., Suite 100 
Washington, DC: 20036 
(202) 32S-S16() 

Staff: Nancy Duff Campbell and Marcia 1). 
( ireenbergcr, Co-Presidents 



OfTice of iechnology Assessment 
Congress'onal and Public Affairs 
Publications Order: U.S. Congress 
WWiington,DC 20510-8025 
(202) 224-8996 

Staff: Roger C. Herdman, Executive Director 

James Jensen, Congressional Affairs Director 

Societ)^ for Adolescent Medicine 
1940] East U.S. Highway 40, Suite 120 
Independence, MO 64055 
(816) 795-'rEEN 

Staff: Edie Moore> Administrative Director 

United States Conference of Mayors 
1620 Eye Street N.W. 
Washington, DC 20006 
(202) 293-7330 

Staff: J. 1 homas Cochran, Executive Director 

Byron J. Harris, Assistance P^xecutive Director 

Washing;ton Business Group on Health 

777 North Capiiol Street, Suite 800 
Washington, DC 20002 
(202) 408-9320, (202) 408-9333 TDD 
Staff: Mary Jane England, M.D., President 

Miriam Jacobson, Direcror, Prevention 

Eeadership Forum 
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Participants and Obsen ers, Working Seminar on 
Adolescent Health and Health Care Reform 

January 10-11, 1994 
Washington, DC 



Lucy Andris. M.S.W. 

Senior Policy Analyst 

American Academy of Pediatrics 

601 13th Street N.W., Suite 400 North 

Washington. DC! 20005 

'lel: (202) '^''5-0436 Fax: (202) 3^)3-61 y 

Richard H. Ikhrman 
Managing Director 

The David and Lucile Packard Foundation 
Cx'nter for the Future of ('.hildren 
300 Second Street, Suite 102 
Fos Altos, C:A 94022 

'Fel: {4 1 S) 948-36% Fax: (415) 948-649S 

Bruce Blehart. j.D. 

Director, Division of Federal Legislation 
American Medical Association 
5 1 S North State Street 
Chicago. IL 60610 

'lel: (312) 464-4039 F;lx: (312) 464 ^961 

Roheri Blum, .\LD., Ph.D., \LHFL 

Professor and Director. Division of (icneral Pediatrics and 
Adolescent Flcalth 

Director, National Center for \outh with Disabilities 
Linivmlty of NFtiuiesoia 
420 Delaware Street S.F. 
Minneapolis. MN SS^nS 

"Fel: (612) 626-2820 I*ax: (612) 626-2 m 

Claia- Brindis, Dr.P.H. 
l-.xecutive Director 

Natioiial Adolescent l lealth Inlormation Center 
Department of Pediatrics, Divisioti of Adolescent Medicine 
and Institute for I lealth Polia- Studies 
University of California, San i'mncisco 
1388 Sutter Street, 1 1th floor 
San Fnmcisco. CA 9/1 jO^) 

lel: (415) 4"'6o2SS lax: (4 IS) 4-'6-(r()S 



Peter Budetti. .\LD..J.D. 

Director. Center for Health Polia- Research 

Cicorge Washington University 

2021 K Street, Suite 800 

Washington, DC 200S2 

Tel: (202) 296-6922 Fax: (202) *^85-()l 14 

Susan Campbell, R.N., i\LP.H. 
Director of I^'gislativc Aflairs 

Association of Maternal and (^hild Health Programs 
1350 Connecticut yXvenuc N.W., Suite 803 
Washington, DC 20036 

'Fel: (202) :^75-0436 Fax: (202) ^"^5-0061 

Margaret Pruitt Clark, Ph.D. 
President. C^enter for Population Options 
102S Vermont Avenue N.W., Suite 200 
Washington, IX: 20005 

Tel: (202) 34':'-5700 Fax: (202) 34:^-2263 

Christopher DeCraw, M.D., MRH. 
Senior Research Staff Scientist 
Center for Health Polia- Research 
2021 K Street. Suite 800 
Wa.shington, DC 20052 

Tel: (202) 296-6922 Fax: (202) "^85-01 14 

Debra Dunivin {(Observer) 
Sen.uor Inoiiyes OfTice 
Mart Senate Building. Suite "22 
Washington, DC 20510 

*Fcl: (202) 224-3934 I'ax: (202) 224>6'^4'' 

Arthur lister. \LI ). 

Director, Department of yXdolescent Health 
.'\mcritan Medical Association 
5 1 5 North State Street 
Chicago, IL 60610 

lel: (312) ^6^1-5530 F"a\: (M J) 464-5842 
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Abigail Knglisli 

National Center for Youth l^uv 

I 14 Sansomc Street, Suite ^)00 

San Francisco, CA 94104-3820 

Tel: (415) 543-330-" Fax: (415) 956-9024 

Harriette Fox, M.S.S. 
President, Fox Health Policy (Consultants 
r4"' Pennsylvania NAX''., Suite 1200 
Washington, DC 20006 

Tel: (202) 223-1500 Fix: (202) 785-668^ 

Joann Gephart, R.N., M.S.N. (C)hser\rr) 
Dcput)' C^hief, Adolescent i lealth Branch 
Maternal and Child Fiealth Bureau 
Parklawn Building, Room 18A-39 
5(>00 I-ishcrs L^ine 
Rockville, MD 2085^ 

Tel: (30 1 ) 443-4026 I .i:<: (30 1 ) 443- 1 296 

Holly Cirason, M.A. 

Director, Child and Adolescent Health Polic)- Cxnter 
Johns Hopkins University- 
School of Flygienc and Public Fkalth 
624 North Broadway. Room 192 
Baltimore, MD 21205 

*I"cl: (410) 955- V84 Fax: (410) 955-2303 

Bernard (luyer. M.F).. M.P.Fi. 

Professor anci (Chair of Maternal and Child Health 

Johns Flopkins Universit}' 

School of Hygiene and Public Health 

624 North Broadway, Room 18 

Baltimore, MD 21205 

Tel: (410) 955-3384 Fax: (410) 955-2303 

Davids.. Harvey M.SAX., M.PH. 

( Coordinatc^r of Public I\)lic\' 

National Pediatrics Resource Center 

900 2nd Street N.F., Suite 211 

Washington, I KC 20002 

'Fel: (202) 289.59-'() |mx: (202) 408-9520 



Karen Hcin, M.D. 

Robert Wood Johnson Fellow 

3^H)5 Huntington Street N.W. (temporar\') 

Washington, DC 10015 

'Fel: (718) 920-6612 Fax: (-^18) 882-043.^ 

Professor of Pediatrics, Epidcmiolog)-, and Social Medicine 
Albert Einstein Colk'ge of Medicine 
Monteflore Medical (Center 
1 1 1 Fast 210th Street 
Bronx, NY 1046'' 

Tel: (^18) 882-0322 Fax: (*^18) 882-0432 

Karen Hendricks, J. D. 

Assistant Director, Department of Government Liaison 
American Academy of Pediatrics 
601 13th Street N.W, Suite 400 North 
Washington, DC 20005 

Tel: (202) 34*^-8600 Fax: (202) :>93-6Fr 

David Heppel, M.D. ('.Observer) 

Director. Division of Maternal, Infant, Child 

anJ Adolescent Health 

M:\ernal and CCChild Health Bureau 

Parklawn Building, Room 18A-30 

5600 Fishers Lane 

Rockville, MD 2085"' 

Tel: (301) 443-2250 Fax: (301) 443-4842 

(Catherine Fless, M.S.W 
Kxccutivc i^irector 

Association of Maternal and (C!hild Health Programs 
1350 ("Connecticut Avenue N.W, Suite 803 
Washington, D(C 20036 

Tel: (202) "^-^5-0436 Fax: (202) -^-5-0061 

(Charles F. Irwin, Jr., MD. 

Professor of Pediatrics 

Director, Division of Adolescent Medicine 

Director, National Adolescent Ficalth Information (Center 

LJniversit)' of (California. San Francisco 

400 Parnassus Avenue, ACC-01 

San Francisco, (CA 94 1 43-0.-? "4 

*Iel: (415) 4*^6-2 18^t F;ix (415) 4^6-6106 
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Rcnee Jenkins, N4.D. 
Associate Professor 

Departmenr of Pediatrics and C>hild Health 
Director of Adolescent Medicine 
Howard Universit)' Hospital 
2041 Georgia Avenue N.W. 
Washington, DC 20060 

^rel: (202) 865-3028 Rix: (202) 863-4558 

Mariana Kastrinakis. M.D. (Observer) 
Special Consultant to the Surgeon General 
Department of Health and Human Scrx'ices 
200 Independence S.W., Room 736E 
Washington, DC 20201 

Tel: (202) 690-8335 Fax: (202) 690-6498 

NX'oodie Kcssel, M.D. (Obser%'er) 

Director, Division of Systems. Education and Science 

Maternal and Child Health Bureau 

Parklawn Building, Room 18A-55 

Rockvillc, MD 20857 

Tel: (301 ) 443-3163 Fax: (301) 443-4842 

Jonathan D, Klein, M.D., M.P.H. 
Division of Adolescent Medicine 
University of Rochester 
601 Elmwood Avenue 
Rochester, NY 14642 

Tel: (716) 275-2964 Fax: (716)273-1037 

Lorraine v. Klerman, DnPH. 

Professor and Chairperson, Department of Maternal and 
Child Health 

University* of Alabama at Birmingham 
Room 112, MjH 
Birmingham, AL 35294 

Teh (205) 934-7161 Fax. (205) 934-8248 

David Knopf, L.C.S.W, M.RIF 

C !hief Social Worker 

Division of Adolescent Medicine 

Special Populations Coordinator 

National Adolescent Health Information (x-nter 

University' of California, San Francisco 

400 Parnassus Avenue, AC^C^l 

San I'Vancisco, CA 94143-03^1 

lei: (415) 476-2184 1-ax: (4)5) 4" 6-6106 
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Lloyd Kolbe, Ph.D. (Obserx'er) 

Director, Division of Adolescent and School Health 

National Cxnter for Chronic Disease Prevention 

and Health Promotion 

Centers for Disease Control and Prevention 

47^0 Buford Highway N.E. (K-32) 

Atlanta, GA 30341 

Icl: (404) 488-5314 Fax: (404) 488-5972 

Julia Lear, Ph.D. 

Director, Making the Cjtade 

George Washington Universit)' 

1350 Connecticut Avenue N.W., Suite 505 

Washington, DC 20036 

"Fel: (202) 466-3396 Fax: (202) 466-3467 

C^ynthia Mann, j.D. 
Massachusetts Liw Reform Institute 
69 Canal Street 
Boston, MA 021 14 

Tel: (617) 742-9250 Fax: (617) 742-1983 

Christine McFetridge 
Center for Health Policy Research 
2021 K Street N.W, Suite 800 
Washington, DC 20052 

Tel: (202) 296-6922 Fax: (202) 785-01 14 

Margaret McMaiius 
President, McManus Health Policy 
2 Wisconsin Circle, Suite 700 
Washington, DC 20815 

'Fel: (202) 686-4797 Fax: (30 1 ) 654-1 089 

Merle CL McPherson, M.D. (Observer) 

Director, Ser\'ices for Children v/ith Special Healtii Needs 

.Maternal and C^hild Health Bureau 

Parklawn Building, Room 18A-27 

5600 Fishers Lme 

Rockville, MD 2085-- 

Tc\: (301) 443-2350 F;ix: (301 ) 443- r9^ 
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Susan MilLstcin, Ph.D. 

Associate Professor of Pediatrics, I^ivisioii of 

Adolescent Medicine 

Associate [director, National Adolescent \ lealtli 

Infornuition ('enter 

I'niversit)' of C'alifornia, San Francisco 

400 Parnassus A\enue, AC'-Ol 

San Francisco, ('A 04l43-03'74 

'Pel: (4 1 S) 476-2 1 84 V\vi: (4 1 S) 4'^6-() 1 06 

Freda Miichem 

Associate l')ireciorof nevelopmcnt and Research 
National Association of C,omniiinity Health Cxiuers 
1330 New Har.ipshire Avenue NAV., Suite 122 
Washington, DC 20036 

Tel: (202) 659-8008 Fax: (202) 659^85 19 

Klena Ni^hiin-,ile, M.l)., Ph.D. 

Special Advisor to the President/Senior Program Officer 

(larnegic C .orporation of New ^brk 

2400 N Street NAX:, 6th Moor 

Washington, IX : 2003'*- 1 1^3 

Tel: (202) 429-":'9^9 Fjx: (202) ^"^S-OLM 

Audrey FF Nora. NFIX. \FPFF (Ohservcr) 
Director, Maternal and (!hild Flealth Bureau 
Parklawn Building, Room I8A-05 
5600 Fishers Luie 
Rockville, MD 2085'' 

'Pel: (30 1 ) 443-2 1 70 1-ax: (30 1 ) 443- 1 '^'^'^ 

F.li/aheth C)/.er, PhAX 

Health Psychology Program 

University o{ (iaiifornia, San Francisco 

13S0 ^th Avenue, CSBS-2()4 

San Francisco, (>\ 9*4l-}3-0844 

'Pel: (4 1 S) 4''6-'^:'48 Fax: (4 1 5) 4T6-7744 

lames J. Papai (Observer) 

(Hiief, Researcii and IVaining Services 

Maternal and Ohild Mealth Hureau 

Parklawn Buikling, Room I8A-5S 

S6()0 1-isluTs Fane 

Rockville, MD 2085^ 

lei: (301 ) 443-3163 l ax: (301 ) 443 4842 



Barbara Ricchen, R.N., M.A. 
Director, Adolescent Health Program 
C!olorado Department of Flealth 
4300 Cherr>' Creek Drive South 
Denver, C:0 80222- 1 S30 

Tel: (303) 692-2328 Fax: (303) 782-SS76 

jeannie RosofF 

President, Alan (iiittmacher Institute 

I 120 Connecticut Avenue NAX'., Suite 460 

\\^;ishingu)n, DC 20036-3902 

*Fel: (202) 296-4012 Fax: (202) 223-5:^56 

Beth D. Roy (Observer) 

Director F•^ctnophilia and AIDS Program Branch 
Maternal and Child Health Bureau 
Parklawn Building, Room 18A-i9 
S600 Fishers Line 
Rockville, MD 20857 

Tel: (301) 443-9051 Fax: (301) 443-^^842 

Paula Sheahan (Obser\'er) 
Director of Outreach 

National (Center for F^ducation in Maternal and CJhild Flealth 

2000 15th Street North, Suite "01 

Arlington, VA 22201-261" 

'Fel: 703) 524-7802 Fax: (703) 524-9335 

Michcle Sollowa)-, Ph.D. 
Senior Research Stafi Scientist 
Center for Health Polic*)' Research 
Cicorgc Washington Universit;*' 
2021 K Street, Suite 800 
Washington, DC 20052 

'Pel: (202) 296-6922 Fax: (202) ^85-01 14 

C!ollecn Sonosky 

Center for Flealth Policy Research 
Crcorge Washington L'niversity 
2021 K Street N.V/., Suite 800 
Washington, DC: 20052 

Pel: (202) 296-6922 Fax: (202) •"85-01 14 

Robert St, Peter, M.D. (CM^scrver) 
Coordin;Uor, Children and School ProiMams 
Oflice of Disease Prevention and Hcaltii Promotion 
330 C: Street S.\X'.. Room 2132 
Washington, DC 20201 

4el: (2()2) 205-8180 Fax: (202) 205-94^8 
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Shirl 'laylor (C)bscn'er) 

Managcniciit Intern 

iMatcrnal and ('Jiild Health Burc;iu 

Parklawii Building. Room i 

5600 I'isliers Unc 

Rockviiic, MD 2085-^ 

Tel: (301) 443-4026 Rlx: (301) 443-1 2% 

Deborah von /Jnkernagel (Observer) 
Health Polic>- Advisor 

C^omniittce on Labor and Human Resources 
United States Sennie 
428 Dirksen 

W^ishington, DC 20S 10-0300 

Tel: (202) 224-5880 Hv\: (202) 224-3533 

Deborah Klein Walker, 

Assistant lommis-iioncr 

Bureau ofi-amily and (ximnuinity Health 

Massachusetts Department oF Public Health 

150 Treniont Street, 4th Moor 

Boston. MA 02111 

Tel: (6r) '^I'^-^yi Fxx: (6r) "^2^-0880 

Jnmes Weill 
Ci "eral C loimsel 
C'Jiildrens IVfcnse F'und 
25 K Street N.W. 
Washington. IX: 20001 

Tel: (2(^2) 628-8'^8"" Fax: (202) 662-3550 



